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In presenting my report for the year 1904-5, it is with the utmost 
pleasure that I am able to announce that an important structural 
addition to our hospital is now in process of erection. This addition 
—which was foreshadowed in my previous report—has become 
necessary because of the enormous increase in the number of patients 
who annually seek relief at our hands. 

The problem presented to the Governors of the Hospital was a 
serious one, involving as it did either the curtailing of the usefulness 
of the charity by limiting the number of admissions, and by per- 
mitting the hospital to lack the essentials necessary for an institution 
which justly claims to be the premier maternity hospital in the 
British Empire, or the embarking in extensive structural alterations. 
Between these alternatives the Governors did not hesitate, and the 
friends of the charity may rest assured that, as a result of their wise 
decision, the hospital will continue to maintain the high position it 
has hitherto occupied in the obstetrical world. 

The site selected for the addition to the building has given rise in 
some quarters to a certain amount of uneasiness, lest by the necessary 
interference with the symmetrical lines of the old building its archi- 
tectural appearance would be spoiled. In order to mitigate this as 

* Read in the Section of Obstetrics of the Royal Academy of Medicine of Ireland, 
May 25th, 1906. 
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far as possible the annex will have a frontage of granite, and will 
followthecurve of the old colonnade on the site of which it will stand. A 
little consideration of the subject will show convincing reasons for 
the choice of this site. 

Our Charter restricts us within narrow limits in respect to the 
ground on which we can build, and there is no other space available 
where an addition so large as this could be erected without gravely 
interfering with the light and ventilation of portions of the present 
hospital. Moreover, the removal of the old colonnade was much to 
be desired from a sanitary point of view. Its foundations have largely 
served for those of the new building—the construction of which will 
be still further cheapened by the utilization of three separate walls 
(portions of the existing building), and by the avoidance of a main 
staircase. Experts calculate that this saving in the initial cost has 
amounted to £1,000, and the gain in administrative economics will 
be still greater. 

When completed it will increase the accommodation of the 
hospital by two large maternity wards, will supply us with ample 
isolation wards, with a special room for the delivery of infective 
patients and with a suitable disinfecting chamber, and will enable 
us to increase our nursing staff and to supply the nurses with adequate 
room. These, together with comfortable quarters for the lady 
students, are among the many advantages that will accrue to us. 

It.is within the recollection of all acquainted with the hospital. 
that our maternity beds are of a very antiquated pattern, and date from 
a period when it was not an uncommon practice to place two patients 
with their babies in one bed. These beds have long been a source of 
anxiety to successive Masters. Their width precludes the possibility 
of placing cots beside them, and, as a consequence, the child has to 
be placed in bed with the mother. Many disadvantages follow from 
this—amongst the least of which may be mentioned that the infants 
are irregularly fed, and occasionally suffer from infective enteritis, 
the result of the mother’s dirty fingers or her pocket-handkerchief 
being placed in the child’s mouth. Of graver consequence are the 
sudden and mysterious deaths from time to time observed to occur in 
apparently healthy children. It is absolutely certain that in some 
instances these deaths are accidental, the result of overlaying; but 
the fact that an undue proportion of them is found to occur among 
illegitimates compels the suspicion that accident is not the factor in 
every instance. For these, among other reasons, we have made a 
serious effort to make good our deficiencies in this respect. 

I have to record our indebtedness to our Lady Superintendent, 


Ke 


= ——— 


























Tweedy: Report of Rotunda Hospital 103 


Miss Ramsden for her painstaking and successful efforts to obtain a 
thoroughly satisfactory bedstead such as the one we have adopted. 
It is strongly made; it has a good appearance; and it is possessed of 
a lever and rachet arrangement for elevating the head for purposes 
of more efficient lochial drainage. A wire cot for the infant is slung 
between uprights at its foot extremity, and a wire-wove shelf beneath 
this cot serves as a receptacle for the day and night quilt. It is also 
claimed by the makers that sagging is entirely prevented by their 
special arrangement of springs. (See drawings.) This bed is 
thoroughly aseptic in construction, and strongly built. It can be 
procured for the sum of £6, inclusive of mattresses and bedding, 
from the firm of John and Joseph Taunton, Ltd., Shelbourne Road, 
Birmingham, the bedstead and cot alone costing but £3. 10s. So far 
we only possess eight such beds, presented by different friends, the 
name of the donor appearing on a neat brass plate above each bed. 
I trust that my next report will record that all the old bedsteads have 
been superseded by new ones of this pattern. 


A further increase in the number of women delivered in the 
hospital is noted—the figures now amounting to 2,241 admissions and 
1,904 deliveries. In my last report I commented on the surprising 
and steady increase in the number annually treated by us, and it is 
with pleasure I record the fact that, taking the intern and extern 
maternity together, the numbers this, together with last, year exceed 
those for any similar period since the foundation of the hospital. 
The number of admissions was more evenly distributed throughout 
the months than during the former year, with the result that at no 
time did we suffer from the great overcrowding recorded in my last 
report. Partly owing to this, but chiefly, I believe, as a result of 
the introduction of better aseptic methods, our morbidity has fallen 
from 10°70 to 67 per cent., and our mortality from 13 to 6. 


Our aseptic methods were fully set forth in my former report, and 
as nothing has been added to or taken from them they need not be 
again described. It is sufficient to say that they have worked with 
smoothness, and have justified their adoption and continuance in 
every detail. 


In concluding my general remarks I have to express my indebted- 
ness to the medical, surgical, pathological, and nursing staff for their 
painstaking and enthusiastic co-operation ; and to Dr. Arthur Holmes, 
my senior assistant, I am particularly indebted for the admirable 


manner in which he has compiled the more important portions of 
this report. 
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ExterRN MATERNITY. 

In the extern maternity, 2,178 women were delivered, with a 
maternal mortality of eight. 

There is a strict rule that all serious cases in the extern maternity 
are to be advised to enter the hospital if by so doing they can in any 
way benefit by the greater resources of the institution. This rule 
does not apply to septic conditions, but even these are not in- 
frequently admitted to the gynecological hospital. 


Cause oF DraTtu. 
Septiceemia 


Post partum hemorrhage ... ... ... ... ... 2 
1 


Ante partum hemorrhage ... ik le, Bek 
Supposed embolism (pulmonary) ... ... ... 1 


In the cases of post partum hemorrhage both patients had lost a 
considerable quantity of blood before help from the hospital was 
sought. 

The following are some interesting cases treated : — 

Case 1. C.H., 2-para, aged twenty-five, in labour at seven and a 
half months; the head and foot presented and engaged in the brim; 
on the birth of the child it was found that the infant’s ankle joint 
was dislocated as a result of strain and pressure; reduction was easy, 
and further progress uneventful. 

Case tr. E.L., aged forty-four, 13-para, placenta previa. During 
the process of combined podalic version the placenta became com- 
pletely detached, and was expelled through the vagina. The child 
was rapidly extracted, but the patient, who had lost a considerable 
quantity of blood, did not respond to stimulus, and died shortly 
afterwards. 

Case 11. M.H., fourteen days after the onset of typhoid fever, 
gave birth to a living child at full term. Both child and mother 
showed a positive Widal reaction, and the former suffered from a 
markedly cedematous condition of the arms. 

Casz tv. Difficulty having been experienced in the extraction of 
the aftercoming hydrocephalic head of a child, which presented by 
the breech, delivery was expedited by perforating between two cer- 
vical vertebree and drawing off the cerebro-spinal fluid by means of a 
catheter passed into the cranium through the spinal canal. 

Cas— v. An infant delivered in the extern maternity was sent 
into the hospital on the third day because of imperforate anus. A 
probe was passed through the anal orifice to the extent of two inches. 
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No bulging of the bowel could be felt at the roof of this cul-de-sac, 
and it was deemed advisable, therefore, to explore the condition by 
an abdominal section. A very atrophic condition of the large and 
small intestines was found extending from below Meckel’s 
diverticulum. The large intestine in some portions had the calibre 
of a pen-handle, and contained a quantity of hard scybala. Near the 
sigmoid flexure the lumen ceased, the bowel being represented by a 
fibrous cord. An enterostomy was performed, and the child, though 
at first much relieved by the operation, died of inanition on the third 


day. 


INTERN MATERNITY. 
HyYprErEMESIS GRAVIDARUM. 


There were two cases of hyperemesis. 

In the first—that of a primipara 7} months pregnant—the type 
was severe, the vomiting continuing for nine days, sleeplessness and 
constipation being well marked. The treatment consisted of com- 
plete abstinence from food by mouth for three days, with rectal pur- 
gation and saline enemata. At the expiration of that time small 
quantities of peptonized whey and then of milk were administered 
and retained; ordinary hospital diet could be digested by the ninth 
day after admission, at which time the patient fell into labour, and 
was safely delivered of a macerated child. Recovery was uninter- 
rupted. 

In the second case, a multipara at term, obstinate constipation 
was also a marked symptom. Similar treatment was adopted, and 
the woman fell into labour in forty-eight hours, with the same result 
as in the former case. 

Auto-intoxication appears to be by far the most usual cause of 
this malady, and the treatment directed towards the dilution and 
excretion of the poison gives results which may well afford us satis- 
faction. 


EXcLAMPSIA. 

A most important communication on eclampsia appeared in the 
Miinchener medizinischen Wochenschrift for December 15, 1905, by 
W. Liepmann, First Assistant to Professor Bumm, of Berlin. The 
author makes it evident that a poison closely associated with the 
eclamptic condition is present in the placenta, and is probably formed 
in that structure. Further, that this poison is not contained in the 
blood or other secretions of the body, but is firmly fixed by the nerve 
tissues and liver cells. 
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In a paper read before this Section by me in 1896,* I argued that 
this locking-up of the poison in the solid tissues must occur, and it 
was absurd to suppose that any appreciable amount of it could be 
removed from the system by blood letting. It is a matter, therefore, 


of personal congratulation that convincing proof of this has now been 
adduced. 


Professor Bumm claims that the rapid emptying of the uterus will 
prove successful in curing the eclampsia if the operation is under- 
taken soon after the first fit. His statistical tables are open to the 
grave objection that all cases are not included in his percentage of 
mortality. He has had but one death in a series of 71. We are not 
informed, however, whether these comprise all the cases seen or only 
those in which operative treatment is deemed suitable. The Pro- 
fessor’s mortality before the employment of immediate delivery is 
given as 30 per cent.—a percentage extraordinarily high as compared 
with the experience of others—and these disastrous figures place his 
present statistics by contrast in a more favourable aspect. He is not 
alone in recording a long series of successes, nor is he the originator 
of accouchement forcé, for others have adopted a similar expedient 
with very dissimilar results. 


It is strange, too, if all the patients in his recent series were ad- 
mitted at a period sufficiently early to make his treatment effective, 
for if they were not all recent cases, then an element of chance 
acknowledged by him has aided in procuring results which cannot be 
maintained. 


At a recent meeting of this Section Dr. de la Harpe presented a 
report on a series of seventy-one eclamptic cases treated by morphia 
and the expectant method, with a mortality of 16°9 per cent.— 
statistics which include all patients seen in puerperal convulsions 
within recent years at the Rotunda Hospital. 


Since my appointment to the hospital many points of detail in 
the expectant treatment which appear to me highly important have 
been added, and of twenty-five patients personally treated I have lost 
but two, both of which fatalities are fully described in this report. 
Were I inclined to eliminate any type of puerperal convulsion from 
this series I might be pardoned for doing so in respect to the first, 
if not to both, of these fatal cases. I strongly feel, however, that 
statistics of eclampsia should be arranged in a consecutive series, and 

*“Eclampsia, with special reference to its treatment,” by E. Hastings-Tweedy. 


Read before the Section of Obstetrics of the Roy. Acad. of Med. of Ireland, Jan. 31, 
1896. Dublin Journ. Med. Sciences, Vol. CI., Jan. to June, 1896, p. 206. 
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should include all known forms of convulsion dependent on the 
pregnant state. 

If this is not done it is easy to persuade ourselves that a certain 
number of fatal cases should be grouped under the heading “uremia” 
rather than eclampsia. In the meantime, our total mortality of 8 
per cent. is sufficiently encouraging to permit us to hold our hand 
until further developments.* 

Case 1. See Maternity Mortality Table. 

Case 1. E.A., 2-para, aged twenty-six, admitted January 3rd, 
9-30 p.m., with a history of four fits, which had begun five hours 
before admission. Half a grain of morphia had already been given, 
and the patient was deeply comatose. Labour started in two hours, 
and three more fits occurred before 12-20 a.m. A further quarter 
grain of morphia was administered, and the stomach was washed out 
by means of a stomach pump, enemas administered, and saline in- 
jections given beneath the breast and per rectum. She delivered her- 
self of a macerated foetus at 1l a.m. No more fits occurred, but the 
patient remained unconscious for thirty-six hours after the birth of 
the child. Further recovery was uneventful. 

Case m1. B.B., primipara, aged twenty-eight, admitted, with 
marked cedema of the legs, on January 7th. At 12-15 a.m. on the 
8th a fit occurred just as labour had started, and another followed 
in half an hour. Castor oil, saline injections, stomach lavage, and 
morphia injections constituted the treatment adopted; up to 3-10 p.m. 
fits continued at intervals, and at this hour the forceps was applied 
to the head, which pressed on the perineum, a living child being 
extracted. A total of a grain and a half of morphia had been ad- 
ministered up to the completion of the third stage, and at 5-30 p.m. 
the respirations had fallen to seven per minute, showing a condition 
of morphia intoxication; this called for artificial respiration, hypo- 
dermics of atropine, and saline infusions. ' Ten fits took place before 
the birth of the child, one during the third stage, and one eleven 
hours after delivery. In nine hours from this time the patient re- 
gained consciousness, and albuminuria, which was present to a 
marked degree on admission, had not entirely disappeared when the 
patient left the hospital. 

CasEtv. M.S., primipara, aged twenty, delivered January 8th of 
a macerated and premature foetus. Six hours after delivery three 
fits occurred in rapid succession. Treatment as above relieved the 
symptoms, and no more convulsions occurred for forty-eight hours. 


_ *Since this was written another successful recovery from eclampsia treated by 
this method is to be recorded. 
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At the expiration of that time a relapse took place, three fits follow- 
ing, these again yielding to treatment. From this time the patient’s 
convalescence was uninterrupted, but albumen was present in her 
urine on the day of her departure from hospital. 


Case v. A.G., primipara, aged twenty-nine, with a history of. 
five fits before admission, which were followed by three more within 
half an hour of her entering the hospital. Despite the administration 
of three-quarters of a grain of morphia, given in divided doses, six 
further fits followed. Labour set in the following morning, and the 
patient, in a condition of deep coma, was delivered in one hour of a 
five and a half months’ foetus. No further convulsions occurred, and 
the urine, which was very scanty and loaded with albumen, rapidly 
became normal in amount, and contained only a trace of albumen on 
the ninth day after delivery, when the patient left the hospital. 

Casz vi. M.B., primipara, aged twenty-seven, delivery normal in 
every way, as also was the puerperium until the fourth day. 
Eclampsia then started, the urine was highly albuminous, and 
diminished in quantity. Nine fits occurred in all. The patient was 
discharged on the ninth day cured. 

Case vit. M.B., 9-para, aged forty-two, normally delivered, 
May 26th. She had a history of mania following her last delivery. 
On the fourth day of the puerperium the patient complained of head- 
ache and dimness of vision, her pulse rose to 112°, and this was 
followed by the occurrence of three fits. In forty-eight hours the 
patient had a relapse, and seven convulsive seizures were included 
in this attack. Pulse and temperature again rose, and they did not 
fall to normal until the twenty-third day after delivery, when the 
patient was discharged cured. Albuminuria was present throughout 
the eclamptic seizure. 

Cass vit. See Maternal Mortality. 

Case 1x. L.M., primipara, aged twenty-two, admitted, because of 
eclampsia, from the extern maternity. Three fits had occurred, and 
the patient was well advanced in labour. The forceps was applied, 
and constitutional treatment adopted; there was no recurrence of con- 
vulsions, and the albumen present in the urine on the first day had 
totally disappeared when she left the hospital. 

Case x. M.N., 5-para, aged thirty-eight, admitted from the 
extern maternity with a history of seven fits. Labour had started, 
and natural delivery of twins took place six hours later. Fits 
did not recur for sixty hours, at the end of which time she experi- 
enced six convulsive seizures, followed by twenty-four hours of deep 
coma, and after this considerable mental derangement for several 
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days. Convalescence was still further retarded by an attack of 
pneumonia, but this, together with the edema and albuminuria, both 
prominent conditions of her disease, had entirely disappeared before 
the patient left the hospital on the thirteenth day. 

Case x1. M.W., 2-para, aged twenty-three, admitted September 
18th, with a history of from twelve to sixteen fits during the twelve 
hours previous to admission. The next morning the patient was very 
maniacal, and sleeplessness, which was a marked symptom, was over- 
come by bromides and chloral in large doses. On the following day 
the mental condition had improved, and the woman, falling into 
labour, was easily delivered of a macerated foetus; her urine was 
highly albuminous, and Dr. F. C. Crawley, who kindly examined her 
eyes for us, reported that marked neuro-retinitis was present. The 
patient left the hospital on the twelfth day free from albuminuria. 

Case x11. M.P., primipara, aged twenty-seven, admitted in a 
deeply comatose condition, with pregnancy advanced to the thirtieth 
week. She had had five fits before admission, the urine was scanty 
and loaded with albumen. The usual treatment was adopted, and 
no further fits took place, consciousness returning in eight hours. 
She left the hospital on the seventh day with but a trace of albu- 
minuria, and was delivered of a living child at her own home six 
weeks subsequently, no further trouble being experienced. 


HypDRAMNIOS. 


Of our eight patients suffering from hydramnios, five showed 
cedema of the lower extremities due to pressure, and one of these had 
symptoms of collapse shortly after rupture of the membranes. 
Cardiac and pulmonary distress were present in another case, and 
necessitated the induction of labour by puncture of the membranes. 
The patient delivered herself of stillborn twins, the sac of one of 
which contained fourteen pints of fluid. Living twins were born in 
another case. In the remaining case version was necessitated because 
of the transverse presentation with prolapse of an arm, and a living 
child was born by natural efforts. 


ABORTIONS AND PREMATURE DELIVERIES. 


Thirty-nine cases were treated during the year, and call for no 
special comment. 

In all cases where the os was sufficiently open the ovum was re- 
moved by the finger, and in the cases in which the introduction of a 
finger was impossible a flushing curette was used to empty the uterus. 
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It is interesting to note the marked decrease in the number of 
these cases treated as compared with last year and many preceding 
years. 


ACCIDENTAL H&MORRHAGE. 


There were eight cases with this complication during the year. 
In two, the loss of blood was not great and no special treatment was 
called for. In another, good labour pains were in progress and the 
application of a tight binder controlled the bleeding. 

In four the vagina was plugged after the Rotunda method with 
happy results, and in one the forceps accomplished delivery. In this 
case the child lay in the occipito-posterior position with the head low 
down. 


PLACENTA PR2EVIA. 


Of this condition only three cases are recorded, and in all the 
placenta was felt by vaginal examination. Hemorrhage was con- 
siderable in every instance. In two bi-polar version was undertaken, 
the cases being afterwards left to nature. Both children were born 
dead. In the third, the woman entered hospital because of a sudden 
and considerable flooding. She was kept under close observation in 
the hospital for a few days, when labour started, and she delivered 
herself of a living child without further bleeding. 


ATRESIA OF THE VAGINA. 


The cervix could not be felt in this case, because of a sharp ridge 
formed by a contracted vagina in its central portion. The orifice of 
this contraction admitted only a fine probe. It was gradually dilated 
by means of mechanical dilators, and gave rise to no further trouble. 
The patient was a primipara. 


PROLAPSE OF THE F UNIS. 


The cord was found prolapsed in eleven cases. In one the con- 
dition was associated with hydramnios and macerated fetus. In 
three others the cords were not pulsating when first felt, and the 
children were born dead by natural efforts, the vertex presenting in 
these four cases. In a fifth the breech presented, and the cord was 
successfully replaced, a living child being born. Success attended 
combined bi-polar version in two other cases, the os admitting but 
three fingers in each instance at the period when the prolapse was 
discovered. One of these cases appears in the table of contracted 
pelves (vide M.C.) In three more the prolapse was discovered during 
the second stage of labour, and all the patients were delivered of 
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living children—two by the forceps and the others by natural efforts. 
The last recorded prolapse occurred in the case of a woman in whom 
Cesarean section was afterwards performed. 


RvptTuRE OF THE UTERUS. 


One case of this occurred in the extern maternity. The patient 
was admitted to hospital, and ultimately delivered. For details, vide 
Case II., Maternal Mortality. 


SPONTANEOUS INVERSION OF THE UTERUS. 


The case of this very rare accident arose during the labour of a 
primipara, who was delivered of a full-term child by natural efforts. 
The patient was attended by our Assistant Master, Dr. Holmes, who 
found the uterus well contracted at the termination of delivery. 
Following the advice of Sir Arthur Macan, the separation of the 
placenta was left entirely to nature, and the hand taken from the 
fundus, while, at the same time, a close watch was instituted to see 
that no bleeding arose. In twenty minutes the patient cried out as 
though in labour, and she declared the pains were as bad as when the 
child was being born. The placenta and fundus protruded through 
the vulva, and a hollow was felt over the pubes. A gloved hand was 
at once passed into the vagina, and the placenta, adherent by a firm 
attachment to the inverted fundus, was removed. 

While this was being done another pain started, and the organ 
turned completely inside out, its fundal extremity being forced 
through the vulva. 

No difficulty was experienced in its reduction. Neither collapse 
nor excessive loss of blood followed, and the pain was immediately 
relieved by the reduction. Furthermore, the puerperium was un- 
eventful and apyretic. 


Post-PARTUM Ha:MORRHAGE. 


Nineteen cases of this condition are recorded—a diminution of 
ten as compared with last year. In one the type was purely atonic, 
and necessitated plugging with iodoform gauze. In eight the 
hemorrhage was associated with retained placenta, all of which re- 
quired manual removal. Hot uterine douches were successfully em- 
ployed in all the other cases. 


H2MATOMA VULV. 


The one example of this is referred to under the heading 
Mania. 
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APPLICATION OF FORCEPS. 


There were eighty-two cases which called for the application of 
forceps. In the majority the indication was undue delay in the 
second stage. For details, vide Table VIII. 


INDUCTION OF PREMATURE LABOUR. 


Premature labour was induced three times—twice for pelvic con- 
traction and once for tubercular disease of the larynx. 


Case. S.F., 2-para, aged thirty-three, admitted with a flattened 
rachitic pelvis with a conjugata vera of 7cm. She stated that her 
former baby had been delivered by perforation in the country. On 
November Ist bougies were introduced between the membranes and 
the uterus, calculation having demonstrated the woman to be in her 
thirty-third week of pregnancy. On the following day the bougies 
were changed and fresh ones inserted, but these also failed to induce 
labour at the end of another twenty-four hours; two ounces of steri- 
lized glycerine were then injected between the membranes and the 
uterus; labour started some hours after this, and lasted twenty-two 
hours, when the patient was delivered of a living child weighing 
three pounds. 

Case 11. E.C., 11-para, aged forty-one, admitted during the thirty- 
seventh week of pregnancy, with a history of pregnancy having been 
induced on four previous occasions. The presentation was transverse, 
and the os uteri admitted three fingers. By means of a Frommer’s 
dilator the cervix was opened to a diameter of 10 cm. This did not 
induce labour to start, and at the end of twenty-four hours a Cham- 
petier de Ribes’ bag was inserted, and a traction weight of five pounds 
exerted on it for twelve hours. It was then removed, and bougies 
were placed in the uterus; in seven hours labour had started, and 
when the membranes ruptured a foot presented. This was seized, 
and a living child, weighing seven and three-quarter pounds, was 
quickly delivered. The conjugate vera measured 8 cm. 

Case 1t. E.O’K., 5-para, aged forty-nine, four months pregnant. 
The patient had developed laryngeal phthisis shortly after the last 
menstrual period. Dr. M‘Evoy, of Blackrock, who brought her to 
me, had previously consulted Dr. R. H. Woods concerning her throat 
trouble. The latter gave it as his opinion that her chance of cure 
would be enhanced were her uterus emptied, and both Dr. M‘Evoy 
and I concurred in this view. The cervix was opened with Bossi’s 
dilator, and the uterus rapidly emptied of its contents, the cavity 
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being subsequently plugged with iodoform gauze to stay further 
hemorrhage. <A hectic temperature, present on admission, continued: 
until the ninth day, and then fell to normal. The patient left the 
hospital on the twelfth day apparently much relieved. 

Two points of interest arise in connection with this last case :— 
(1) As to the justification of the operation, of the propriety of which 
I for my part had no doubt; (2) as to the best means of emptying the 
uterus in a condition such as this, where shock and loss of blood are 
factors to be avoided as far as possible. The operation here adopted 
no longer commends itself to me. 


Popatic VERSION. 


Podalic version was undertaken ten times—twice for placenta 
previa, twice for prolapse of the cord, and three times for flattened 
pelvis. In another case hydramnios complicated a cross-birth, whilst 
the remaining cases call for no further comment. 


CESAREAN SECTION. 


This operation was performed four times during the year, and in 
one case was undertaken for the second time. All the patients re- 
covered without complication of any sort. 

Case1. A.O’R., primipara, a rachitic dwarf, measuring four feet 
three inches in height. Membranes had ruptured before admission, 
but the woman was not in labour. Labour began the following morn- 
ing, and one hour afterwards the operation was performed: the 
placenta was situate in front, and was cut through before extraction. 
The patient nursed her baby from the third day. (Case 2, Table VII.) 

Case u. M.F., primipara, aged twenty-six, a rachitic dwarf, and 
unmarried, had been eighteen hours in labour before admission. The 
foetal heart was distinctly heard, and steps were taken for the per- 
formance of immediate Cesarean section. The child was dead, but 
the mother made an uninterrupted recovery. (Case 5, Table VII.) 

Case 111. J.B., aged thirty-four, iv.-para, was admitted with a 
history of three previous pregnancies terminated by craniotomy. 
She believed herself to be within a fortnight of her confinement, and 
this view was confirmed from physical examination by us. Measure- 
ments obtained by Skutsch’s pelvimeter showed marked contraction 
(vide Case 3, Table VII.). Labour did not set in till six weeks after 
this (a circumstance which, according to Pinard, is not uncommonly 
met with in contracted pelves, and he accounts for this prolongation 
of gestation by the fact that the presenting part of the fetus cannot 
sufficiently press on the pelvic nerves and ganglia of the cervix easily 
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to excite the labour cycle). The uterus was markedly inert through- 
out the first fifteen hours of labour, the head showed no tendency to 
engage, and as a further complication the membranes ruptured and 
the cord prolapsed. She left the hospital on the thirty-ninth day 
well, and with a healthy child. 

CasE Iv. A.P., 2-para, aged twenty-three, admitted during my 
absence from hospital on vacation. Her former child had been 
delivered by Cesarean section in June, 1900, by Dr. Purefoy, then 
Master. The woman was up to full term, and, this being so, it was 
decided to operate without waiting for labour to start. My assistant, 
Dr. FitzGibbon, with the help of Dr. Purefoy, operated. The uterus 
was rotated to the left in such a manner as to cause the right tube to 
present, and an adhesion had formed between the uterine and ab- 
dominal scars. The child was extracted by opening through the site 
of the former incision ; the internal os was tightly closed, and the sub- 
sequent recovery without any complication shows that it is in no way 
‘necessary for success that labour should have started. (Case-10, 
Table VIT.) 


Manvat REMOVAL OF THE PLACENTA. 


It was necessary to remove the placenta in twenty-six cases—a 
decrease of ten as compared with last year. In only two was inter- 
ference due to irregular contractions of the uterus. As above men- 
tioned, under post partum hemorrhage, eight cases required the 
operation because of hemorrhage, and in the remaining sixteen the 
placenta was firmly adherent to the uterus. 

Gloves were worn in this and in all our other obstetrical opera- 
tions, and it is interesting to note the lessened degree of morbidity 
which followed on this practice. 


Hypostatic PNEUMONIA AND PNEUMONIA. 


Case 1. S.F., 6-para, aged thirty-three, sent up from the North 
of Ireland because of marked edema and albuminuria. She delivered 
herself safely of a living child shortly after admission, and her 
puerperium until the eighth day was uneventful. Her diet consisted 
during this time of milk, milk puddings, and bread and butter. 
Pulse and temperature suddenly rose to 100 respectively, and respira- 
tion became very troubled. For three days following this she became 
continuously worse, a marked condition of oedema of the lungs 
developed, and no hope was entertained as to her recovery. Trinitrine 
tabloids, amyl-nitrite, and oxygen inhalations were constantly ad- 


ministered with strychnine and other stimulants. Our Consulting 
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BED No. 34}. ROTUNDA LYING-IN HOSPITAL. 





Name H. B. Age 33. 
Admitted 4-43 a.m., October 24th, 1905, No. of Pregnancy 5th. Period of Pregnancy Term. 
Infant born 6 a.m., October 24th. 
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Physician, Dr. James Little, was assiduous in his attendance through- 
out her illness, and we have no doubt that her subsequent recovery 
was entirely due to his skilful treatment. 


Case 11. Vide Maternal Mortality, Case 5. 


Mania. 


Mania developed in two of our patients. In one delirium tremens 
developed on the second evening after child-birth, and occasioned us 
much anxiety and trouble until the sixth day. The patient inflicted 
some injury to her vulva on the fifth day during a violent paroxysm, 
as a result of which a hematoma formed, which did not, however, 
materially interfere with her convalescence, and she left the hospital 
on the eleventh day. In the case of the other woman acute mania 
started on the sixth day after labour, and on the fifteenth day she 


had to be removed to an asylum, the disease showing no tendency to 
improve. 


Morsipiry. 


Another year’s experience of our method of estimating morbidity 


has proved most satisfactory, and our charts, which have been 
designed for more readily recording this morbidity, have been exten- 
sively inquired for and adopted by many other maternities. (See 
specimen chart.) 

The dark lines on these temperature and pulse charts point to the 
upper limit of normal temperature, and the blank space between the 
charts is for the recording of a pulse above 140. Temperature and 
pulse must together rise above the black lines, and remain above 
them for three consecutive morning and evening registrations, or, in 
other words, for a period of twenty-four hours, before we record the 
case in our books as morbid. By this we eliminate the transitory and 
unimportant exacerbations of temperature and pulse which are not 
infrequently seen in cases to which it would be utterly misleading 
to apply the term “morbid.” Furthermore, we do not take into 
account the irregularities of pulse or temperature so frequently 
observed within twenty-four hours of the period following delivery. 
That this is a better index to the condition of our patient than the 
plan which formerly obtained is proved by the fact that when our 
hospital was in an unhealthy state during the year 1903-4 a con- 
siderably larger percentage of morbidity was recorded by this than 
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by the older method. Last year, on the other hand, the hospital was 
singularly free from serious infection, and this is again made ap- 
parent by the new records showing a lower rate of morbidity than 
that which the former would have shown. 


It must, however, be confessed that this double index of morbidity 
is open to the objection that accuracy in recording a pulse-rate is not 
always obtainable on the part of probationer nurses, and we occasion- 
ally see a temperature above the normal line and a pulse record just 
below it, perhaps, recorded at 89 beats per minute. For purposes of 
diagnosis we do not hesitate to consider such a case as one in which 
the double limit has been exceeded, but it may escape, nevertheless, 
being recorded as morbid, and it is obvious that this will occur more 
frequently in maternities where looser supervision is exercised. 


The advantages as proved by a year and a half’s practical experi- 
ence far outweigh this more or less theoretical disadvantage, and I 
had the honour to urge its general adoption at the Leicester meeting 
of the British Medical Association. As a consequence of this, a 
representative committee was appointed, which carefully considered 
the question in all its aspects. As a result of its deliberations, it has 
decided to recommend to the profession at large a simple, but necess- 
arily arbitrary index of morbidity for statistical purposes alone, and 
has not in any way bound itself to the suggestion that this standard 


includes in its scope all puerperal diseases. It suggests that a tem- 
perature which reaches 100° on more than one of the morning and 
evening takings from the end of the first to the end of the eighth day 
should be classed as morbid, and that all deaths should be so classed 
irrespective of a temperature rise. 


A proportion of the committee considered that abortion cases were 
particularly prone to develop morbidity, and as some institutions did 
not admit these cases into their wards, it has been suggested that 


they should be classified in a separate table, and this suggestion has 
also been adopted. 


These proposals, if acted on, will prove, I believe, of inestimable 
benefit. They will enable maternity hospitals to compare results 
from statistics computed on similar lines, and will arm us with pre- 
cise data, so that we can enforce the adoption in practice of means 
which ensure the smallest percentage of morbidity. 


In estimating our morbidity by the above method we find that 
our percentage works out at 8°77, viz.—167 in 1,904 cases. 


It is, further, of interest to note in how many of these, operative 
interference had been undertaken. 
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CASFS MORBID 
Uterus plugged for ppb. ... ... «.. 1 1 
Forceps deliveries ... ... ... ... ... 88 11 
eer ee ee ee ee ee 
Manual removal of placenta... ... ... 26 
Breech presentations ... ... ... ... 69 
DI ite. sas kk ee a ee ee 
Plugging for accidental hemorrhage... 4 


Total ... 


Total morbidity 12 p.c. 


MatTerNAL Mortatiry. 


The first of our six deaths occurred on the 14th November, 1904, 
from a condition which we tentatively term eclampsia, though it 
differed in many clinical and pathological points from that disease as 
we commonly meet with it. 


Case 1. M.C., 6-para, aged thirty-four, was admitted on the 
morning of the 11th in labour; she was deeply jaundiced and 
cedematous, with marked albuminuria; her aspect was dull and 
lethargic. The case was diagnosed as uremia; milk and water in 
large quantities to drink and saline purgatives were prescribed. At 
8-30 p.m. of the same day she delivered herself naturally of a still- 
born, but fully developed, child; she slept well that night, but on the 
following morning complained of headache and dimness of vision. 
The cedema and jaundice increased. The bowels were moved by 
means of a large enema, and a saline enema was injected and retained 
as desired. A slight fit took place at 2 p.m., and was followed by a 
severe one at 5 p.m., with a third of less severity in ten minutes’ time. 
At the end of the first fit half a grain of morphia was injected, and 
another quarter at the termination of the third and last fit. The 
patient never recovered consciousness, and died in profound coma on 
the night of the 14th, just forty-five hours after the last convulsion. 
Her temperature rose to 103°, with pulse of 120, immediately after 
the first fit, and these remained unaltered to the end. Her urine was 


high coloured, considerably diminished in quantity, and loaded with 
albumen. 


Professor O’Sullivan has kindly supplied us with the following 
report of the pathological appearances of the liver, and they present, 
in his opinion, a unique condition :— 

8 
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“The liver presented an appearance which, for the extent of 
tissue involved, is quite without a parallel in the literature of the 
subject as far as I have been able to find. 


“The organ was somewhat larger than normal; the capsule smooth 
and transparent. On the surface there showed through the capsule 
large irregular clay-coloured areas, each surrounded by a wavy-red 
zone a few millimetres in thickness. The remainder of the surface 
was stained of a deep green colour, the outlines of the lobules show- 
ing distinctly, the darker green being in the centre. 


“On section the same appearances were to be seen—clay-coloured 
homogeneous areas, each surrounded by its red zone, coalescing and 
forming larger areas, while the remaining liver tissue showed the 
deep green bile staining. Fully two-thirds of the liver tissue had 
undergone transformation into this clay-coloured substance. 


“The gall-bladder was much thickened and retracted; the mucous 
membrane hypertrophic and thrown into folds. At the extreme 
upper end a cholesterine stone was impacted, blocking up the orifice 
of the cystic duct. The stone was of the size of a small hazel nut. 


“Microscopic sections showed, in the clay-coloured areas, the liver 
tissue in a typical condition of coagulation necrosis, the nuclei re- 
fusing to stain, while the cell protoplasm took on a diffuse dirty stain- 
ing. In the red peripheral zones the capillaries were filled with red 
cells. The tissue of Glisson’s capsule was less affected, most of the 
connective tissue nuclei staining well. 


“Sections stained with Weigert’s fibrin stain, and counter-stained 
with carmine, presented a very striking appearance. All through the 
necrotic portions, and at their margins, just outside the red zones, 
the walls of middle sized and smaller branches of the hepatic artery 
were converted into a substance which retained the fibrin stain 
strongly. On following up the arteries the degeneration ceased as 
they got larger, at first becoming confined to the cells of the muscular 
coat, then appearing only in a few of the muscle cells, the rest being 
healthy, and finally disappearing altogether. Everywhere there 
could be seen, close to the smaller branches of the artery, but at a 
little distance from it, a bunch of capillaries whose walls had under- 
gone the same degeneration, and retained the fibrin stain. The liver 
cells between these capillaries were sometimes healthy, sometimes 
necrotic. Neither the branches of the portal nor of the hepatic veins 
nor the capillaries elsewhere through the liver, showed any tendency 
to this degeneration; even in the most completely necrosed portions 
they did not retain the fibrin stain. There was nowhere any destruc- 
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tion of liver tissue, such as occurs in acute yellow atrophy. The 
necrotic cells everywhere retained their form and arrangement. 

“Osmic acid sections showed a few granules and globules of fat 
scattered through the section, but no evidence of any extensive fatty 
change. 

“Sections from a number of different parts of the organ were 
stained by various methods for bacteria, but none were found. 

“We have then, as far as the pathological anatomy of the liver 
goes, a case of extensive anemic infarction, accompanied (and 
possibly caused) by an equally extensive hyaline or fibrinoid 
degeneration of the smaller branches of the hepatic artery, a certain 
system of capillaries, probably those in relation to the artery, being 
similarly degenerated. 

“The jaundiced condition of the liver and the general jaundice 
must be regarded, I think, as due to the enormous blocking of the 
biliary circulation in the infarcted portions, rather than to the 
biliary calculus, as the calculus apparently left the hepatic ducts and 
common bile duct free.” 

Case u. M.K., 6-para, aged thirty-six, admitted May 25th, 1905, 
from the extern maternity, suffering from a ruptured uterus and 
undelivered. Labour had started at 8a.m. on the 24th, membranes 
ruptured an hour later, and pains continued strong till 10-30 a.m., 
when they ceased altogether. 

Her friends becoming uneasy about her condition sent to the 
hospital for help, and she was admitted that night at 11-30, a correct 
diagnosis of her condition having previously been made by the 
clinical clerk. The forceps was at once applied to the head fixed in 
the brim, in occipito-posterior position, with os almost fully dilated, 
the body of the foetus at the same time lying free in the abdominal 
cavity. Delivery was easily accomplished, and a rent was discovered 
involving the cervix and posterior wall of the vagina. The placenta, 
which lay free in the abdomen, was removed by hand. The patient’s 
condition did not seem to warrant operation, and the rent was plugged 
with iodoform gauze. Death followed in four hours. 

This case furnishes another example of the rupture which I 
pointed out some years ago as being the kind most commonly met 
with in this country. Our experience in this differs from that of 
other countries, where contracted pelves furnish the most common 
source of rupture. 

The origin of these utero-vaginal tears I believe to be closely 
associated with cervical cicatrices, the result of former deliveries, 
with a consequent incapacity for full dilatation of the cervix. 





120 Journal of Obstetrics and Gynecology 


It is uncommon to find the cervix of the primipara incapable 
of a sufficient dilatation to permit the passage of the foetus through 
it, and rupture of the uterus must consequently take place before the 
birth of the child. In such cases as these it is a fortunate matter 
that the cervix is the weakest portion of the uterus, and, therefore, 
the part which gives way. On the other hand, in multipare, it may 
be found tough and exceedingly unyielding on account of deposit of 
fibrous tissue—such a condition predisposing to the accident 
described. 

In the discussion provoked by the reading of my paper on this 
subject, the statement was made that a primipara’s cervix would 
never tear provided labour was natural and the membranes were not 
prematurely ruptured. I have met many cases that prove the in- 
correctness of this view, and I select the following from amongst 
them :— 

L.M., attended by me, in labour for the first time after five years 
sterility. She was delivered of premature twins, of such diminutive 
size that the ring worn on my little finger passed easily over their 
hands. The delivery was easy, and the membranes only ruptured a 
short time before birth. The patient had suffered greatly from men- 
strual pain for years before this pregnancy, and I have recently 
operated on her for the repair of a bi-lateral laceration of the cervix. 

Case 111. M.K., 9-para, aged thirty-five, admitted May 25th, 
7-45 p.m., with a history of five fits. A sixth took place immediately 
she reached the hospital, and two more followed this at intervals of 
half an hour; a hypodermic injection of morphia—half grain—was 
administered as soon as possible, and the stomach washed out in the 
usual manner. Purgatives were poured through the stomach tube, 
and these, aided by copious saline enemata, had the desired effect. 
The patient was deeply comatose, and labour did not start until four 
hours after admission. Four hours later she delivered herself of a 
full term, stillborn child. 

I saw her before I retired to bed, and then considered her con- 
dition in every way favourable. She showed distinct signs of re- 
gaining consciousness, urine was being secreted, and her pulse was 
strong. It was therefore with feelings akin to dismay that I learned 
on going my rounds in the morning that the patient had died 
suddenly at 8-25 a.m., and that my Assistant had only just time to be 
called and observe her condition before the fatal termination. 

No further eclamptic seizures had taken place, and all who saw 
her concur in stating that she became deeply cyanosed with swollen 
tongue, and died in an apparently choking condition. 
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I much regret that there was not time to call me to see this 
patient, for it is just possible that oxygen inhalations, combined with 
vigorous efforts at artificial respiration, might have warded off the 
fatal attack. It will be noted that death took place five and a quarter 
hours after delivery, no fit having occurred for eleven and a quarter 
hours. The great cyanosis reminds one forcibly of the fatal case 
reported by Professor Bumm, which he terms “eclampsia without 
fits.” 

Case Iv. S.O’K., primipara, admitted 30th June, 1905, in pre- 
mature labour at seven months. Her labia and thighs were covered 
with horribly foul-smelling and septic venereal sores. She delivered 
herself naturally and without any interference in a special isolation 
ward, to which she was conveyed immediately on admission. A 
temperature of 104°, with pulse of 150, developed, and a very acute 
form of sepsis supervened, with repeated rigors, but persistent tem- 
perature. On the seventh day it was apparent that death was in- 
evitable, and I decided to give her the faint chance of ligaturing the 
pelvic veins. On opening the abdomen, however, the uterus and 
tubes were found bathed in pus on their peritoneal aspect, and no- 
thing remained but to remove these organs; this was rapidly accom- 
plished, but the patient ceased to breathe just as the operation was 
finished. 

Case v. Pneumonia. A.D., 9-para, aged twenty-eight, admitted 
September 18th, 1905. She had been delivered of a dead child in a 
cab on her way to hospital. Her condition was wretched, and there 
was a history of great alcoholic excess. The right lung was com- 
pletely solid, and she died on the ninth day after admission. 

Case vi. M.C., primipara, aged thirty-eight, admitted October 
19th, 1905, with membranes ruptured, os about half dilated, and a 
fetal leg protruding through the vulva. She stated that this condi- 
tion had existed for three hours, an arm had also passed through the 
cervix, but there was no labour pain. 

I issued distinct orders that the case should be left to nature so 
long as pulse and temperature showed no signs of rising. A mistake 
in transmitting this order occurred, and my Assistant Master formed 
the impression that it was my desire that he should deliver im- 
mediately. In this he experienced great difficulty. The operation 
took two hours to complete, in chief part owing to the tight closure 
of the cervix round the neck of the child. A macerated foetus was 
eventually extracted, and a complete rupture of the perineum 
stitched. Temperature and pulse rose on the second day, and though 
the former fell after a few days to normal, the latter became con- 
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tinuously quicker, and the patient died on the sixth day after delivery 
of very acute sepsis. 


The autopsy showed acute peritonitis, with pus in the abdominal 
cavity. The uterus was studded with sloughing myomata, and both 
tubes were converted into pus sacs. I may add that all operative 
manipulations were conducted with gloved hands, and for this reason 
I think that possibly the septic condition may have been contracted 
before admission to hospital. 


INFANTILE CONDITIONS. 


Congenital umbilical hernia was present in an infant whose 
parents were deaf and dumb. The intestines protruded as a large 
mass, and were only separated from the air by a thin coating of the 
greatly stretched-out umbilical cord. 


An abdominal section was performed three hours after the birth, 
and the intestines were found so firmly adherent to the sac that a 
somewhat severe tear of the bowel occurred during their separation. 
This was stitched in the usual manner, and the intestines returned 
to the abdomen, not without considerable difficulty. The child left 
the hospital in perfect health one month after the operation. 


Table No. I1—Maternity Department. 


Nov. Dec. Jan. Feb. Mar. Apr. May June July Aug, Sept. Oct. Total 
Total deliveries 144 132 153 146 169 159 181 147 161 154 172 147 1,865 
Total abortions 2 1 4 1 — is 5 2 5 2 4 6 39 
Not in labour... 19 26 19 31 29 28 39 35 33 24 27 27 337 


Total ... 165 159 176 178 198 194 225 184 199 180 203 180 2,241 


TaBLE No. I].—Out-Patients. 


Number of first attendances 
< repeated 53 
Special Dispensaries 
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TaB_eE No. II].—Showing Nature and Nwmber of Cases in Extern 
Maternity. 


Total deliveries 


Abortions 
Presentations— 
aces... es 

Face to Pubes . 

Brow er 

Breech and Footling was 

Transverse and ae 

Compound 

Corpore conduplicato ... 

Twins... at 
Prolapse of Funis 
Hydramnios 
Mania “Ae 
Phlegmasia ... er ne 
Complete laceration of 

Perinzeum ... aa aa 

Heemorrhage— 

Accidental 


.. 2,178 


272 


Se-Ra 


Ls) 
to ww DO WO St 1 





Hemorrhage—cont.— 
Unavoidable 
Post partum 
» » Secondary 
Operations— 
Forceps 
Version 
Manual removal of Pla- 
centa . 
Catheterization for Hy- 


drocep 
Maternal ors 
Infantile conditions— 
Congenital _ intestinal 
obstruction ... ‘is 
Spina bifida 
ydrocephalus 
Anencephalus ... 
Meningocele 
Talipes 


TaBs_E [V.—Showing Nature and Number of Cases Treated in 
Intern 


Total admissions 
», deliveries 

Abortions 

Primiparz 

Hyperemesis 

Hydramnios 

Presentations— 

F 


ace is. oe 
Face to Pubes .. 
Brow _... ar 
Breech and Footling ad 
Transverse and Oblique 
Compound ae 
Twins... an 
Prolapse of Funis ... 
Hemorrhage— 
Accidental 
Unavoidable 
Post partum 
»» » Secondary ; 
Lacerated Perinzeum, incom- 


lete : 
Lacerated Perineum, com- 
plete. ts ae 
Myoma of uterus 
Deformed pelvis 
Atresia of vagina 
Operations— 
Induction of labour 
Version ... : 
Forceps ... 
Cesarean section me 
Manual removal of -” 
centa . ace 





Maternity. 


Pneumonia 


Puerperal ulcer 
Mastitis rec 
Spontaneous inversion of 
uterus oe ate 
Rupture of uterus ... 
Heematoma vulve ... 
Morbidity (100°8°-T. and ov ‘er) 13 
Morbidity (Rotunda Estima- 
tion) és 
Mortality, maternal 
Mortality, infantile— 
Died in Hospital 
Premature i 
Recent ... 
Macerated 
Infantile conditions— 
Anencephalus ... 
Hydrocephalus 
Spina bifida 
Congenital 
hernia 
Subcuticular Ecchymosis 
Ophthalmia aaa 
Talipes ... 
Deformed hands 
<3 feet 
Icterus ... 
Cleft palate 
Mastitis 
Foetus papyraceus =a 
Born in asphyxia pallida ... 


umbilical 


Ne DD ORK PNR = 
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TABLE V.—Accidental Hemorrhage. No maternal death. 





Result 
to 
Child 


Date Variety Treatment REMARKS. 





1904 
Nov. 15| Concealed| None Dead | 33lbs. of clots fol- 
lowed birth of child 


», 25| Mixed Plugged Dead ; | Concealed at first, 
mace- | then became ex- 
rated | ternal four hours 
before _—_ delivery. 
Premature child. 


Dec. 26}. None In labour. Clots be- 
fore andafter birth. 
1905 


Jan. 21/ External | Plugged In labour. 


Mar. 24 a5 3 Not in labour. La- 
p sca ng = 
uced by plugging. 
Kept in "tae as 
hemorrhage recur- 
red when she got 
up. Delivered her- 
self April 8th, 


Apl. 29 Tight binder Hot vaginal douche. 
In labour, 


Sept. 6 Plugged In labour. 


Nov. 14 Forecps In labour. Heemorr- 
hage started during 
2nd stage occipito- 
posterior. ide 
‘*Forceps.” 























TasLeE No. VI.—Placenta Previa. 





Ageant Variety. to |Presentation REMARKS. 





| 
Sasa. | Lateral| Term . | Vertex | Bleeding a fortnight irregularly; 
| version; delivery in one hour. 


Sees | ape : Placenta could be felt, but 

| after admission there was no 
hemorrhage; delivery in five 
hours. 


8 months ; Version; delivery in three 
hours. 
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TaBLE No. VIIl—Application of Forceps. 





‘ Dead 
Indication No, Children REMARKS. 





Delay in second stage, with One of the children was macerated, 
danger to mother or child. 
Prolapse of cord ... aes oe — 


Contracted pelvis ree re Vide contracted pelvis table, M. T. 


Occipito-posterior ass “a Vide ruptured uterus, one case. In 
another, patient 48 hours in labour. 
Os size of sixpence, dilated by 
Frommer. 

Eclampsia we “or ae Os fully dilated. Head low down. 


Cardiac and pulmonary disease Patient in great distress, In second 
stage ; pulse 120. Respirations 65. 
Cyanosis and orthopnea, 

Fibroid uterus... Ses ay Large fibroid on right side of lower 
uterine segment. Pains very weak, 





Total 














Sus-TaBLE A.—Showing No. of Pregnancy. 


I.-para 
II.-para 
III.-para... 
Ee ara 
V.-para and over 


Sus-TaBLE B.—Showtng Age of Patients. 
17—25 
26—30 
31—35 
36 and over ... 


Taste No. IX. A.—Morbidity 100°8° and over. 
Temperature Nov. Dec. Jan. Feb. Mar. April May June July Aug. Sept. Oct. Total 


100°8° to 101°2° 6 a 3 1 1 2 7 3 2 3 36 
1091°2° to 102°2° 2 3 5 8 5 - 3 2 7 6 49 
102°2° to 104° 6 4 1 Z 4 2 6 3 6 44 
104° and over - - 2 - - = = © & 5 


ll 11 10 13 16 134 
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Taste No. IX. B.—Temperature and Pulse over 99° and 90. 
Temperature Nov. Dec. Jan. Feb. Mar. April May June July Aug. Sept. Oct. Total 


Temp. and Pulse over 10 12 8 6 18 10 12 16 8 11 11 10 127 
99° and 90. 





Percentage —- — — — 667 


Taste No. IX. C—Comparison of Morbidities. 


Temperature Nov. Dec. Jan. Feb. Mar. April May June July Aug. Sept, Oct. Total 

No. of cases in which 7 10 6 4 5 5 8 5 2 7 9 10 78 

both Morbidities ex- 

isted. 
No. of cases of 100°8°T. 3 4 5 

only. 
No. of cases of 99°T. 3 2 2 2 8 65 

and 90 P. only. 


For standard of Morbidity, as recommended by the British Medical Association, 
see general remarks on Morbidity. 


Taste No. IX. D.—Day of occurrence of Temperature 100°8° and 


over. 
. Dec. . Feb. Mar. April May June July Aug. Sept. Oct. Total 


1 1 2 1 3 13 
- 16 

27 

26 

12 

10 

12 

9 


_ 4 
2 2 - - 5 


Z 
° 
= 


1 
1 
1 
1 
1 
1 
3 
1 





14 ll ll 10 12 ll 16 134 


Taste No. IX. E.—Day of occurrence of Temperature and Pulse 
over 99° and 90 respectively. 


. Dec. Jan, . Mar. April May June July Aug. Sept. Oct. Total 
1 2 4 2 - 2 1 15 


1 — 3 3 22 
+ 30 
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Taste No. IX. F.—Causes of Morbidity other than Uterine. 


Breast abscess 

» ,inflamed ... 
Bronchitis 
Constipation 
Eclampsia 
Influenza 
Phthisis 
Pneumonia .. 
Renal disease 
Puerperal ulcer ... 
Impetigo... 
Phlegmasia alba dolens 
Cystitis ‘ 
Venous thrombosis ‘ 
Gum-boil and swelled face 


AN — 
s | mt et DO OVD Ht Od LD © FH CO 0D 


Total ... 


TABLE No. X. Maternal Mortality. 





Admitted Delivered Died Cause of death Notes 





Nov. 11 | Nov. 11 | Nov. Eclampsia Post partum. 
May 24/| May 25 | May Rupture of uterus| Rent plugged. 
May 25 | May 26 | May Eclampsia _ 

K.| June 30 | June 30 | July Septicemia Pan-hysterectomy. 
Sept. 18 | Sept. 18 | Sept. Pneumonia _ 

Oct. 19] Oct. 20} Oct. 2 Septicemia os 




















PATHOLOGICAL REPORT. 


By Dr. Row .erte. 


The figures in the appended tables refer only to some nine months 
of the year ending 31st October, 1905, as in consequence of the death 
of Dr. Neville, the Hospital was without a pathologist during the 
months of November and December 1904, and the first half of 
January 1905. The work of the Laboratory has been almost al- 
together in the field of clinical pathology, subservient to the ordinary 
work of the Hospital. The most important duty has been the exam- 
ination on the one hand of fragments removed by the curette for the 
purpose of diagnosis, and on the other of tumours and other specimens 
removed by operation. 
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Bacteriological work consisted in the routine examination of 
lochia in morbid maternity cases, in the examination of pus in a 
few cases in the Auxiliary wards, and in the testing, as occasion 
demanded, of hands, vessels, and atmosphere of the wards and theatre. 

One of the purposes in view in the establishment of the Labora- 
tory was the foundation of a Hospital Museum, and a start has been 
made in this direction. It is hoped that constant additions may, as 
time goes on, render the collection of considerable value. The speci- 
mens added during the year are enumerated below. 

Four post mortem examinations have been made in the case of 
adult patients. Reference to those of special interest has been made 
in the body of the Report. 

The following tables summarize the work done in different direc- 
tions, short notes being added on points of special interest :— 


TasLe I—Lzamination of curettings or other fragments for purposes 
of diagnosis. 


Endometritis 

Placental remains 

Squamous- -celled carcinoma s of « cervix 
Adeno-carcinoma 

Mucous polypus ... 


Papilloma of bladder . * 
Blood-clot, débris, normal tissue, ete. 


aw tS) 
>| CO mm CO mm CO HR CO 


Total... 


Taste I].—Ezamination of tumours and operation specimens. 


Rodent ulcer of vulva 

Syphilitic ,, ia 

Epithelioma of vulva 

Urethral caruncle 

Fibroma of vagina 

Carcinoma of cervix uteri (squamous- -celled)... 
Adeno-carcinoma of uterus js tee 
Fibro-myoma of uterus 

Prolapsed uterus a 
Extra-uterine pregnancy . 

Pyosalpinx and salpingitis 

Tubercular salpingitis 

Hydrosalpinx 

Dermoid of ovary 

Cyst of ovary 

Fibro-myoma of ovary 

Cyst of broad ligament 

Retro-peritoneal sarcoma ... 


—_ — 
| == eS DWE WODEK OR ORK OR Ee 


for) 
oO 
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The only tumour of special interest in this series is that described 
as “Retro-peritoneal sarcoma.” It lay behind the peritoneum in 
front of the right kidney, and stretched entirely across the vertebral 
column and great vessels. Its dimensions were 10 inches in trans- 
verse diameter, by 7 inches vertically, by 5 inches antero-posteriorly. 
It weighed 133 pounds. It lay quite unattached in the retro- 
peritoneal space and had a perfectly defined capsule. On section the 
tumour was seen to be white and fatty in appearance, with a few firm 
translucent patches situated mostly on the surface. Microscopically, 
these translucent patches were seen to be formed of cells of varying 
size and shape, while the rest of the tissue consisted of fibrous tissue 
and fat in varying proportions. Here and there, however, groups 
of cells were discoverable. The tumour may best be described as a 
“ fibro-lipo-sarcoma.” 

It was impossible to hazard any opinion as to the site of origin. 
Most retro-peritoneal sarcomata are actively malignant, but this 
perhaps depends on the fact that in general it is impossible to dissect 
them completely away. 

In the present case, the tumour came away unbroken, and 
although microscopically it showed signs of malignancy, some six 
months after removal there is no recurrence. 


Taste III.—Bacteriological examination of uterine lochia in 31 
morbid cases, showing the organisms observed or isolated. 


See ee eee ee ee 
Diplococcus B ; or 
Staphylococcus aureus 
Other staphylococci ... 
Streptococcus ‘ 
Bacillus coli... ss 
Unrecognized bacilli ... 
Saprophytes... 
Negative 


He CO OTD RH OD CO Or 


The organism called “diplococcus A” which is found present in 
more than half the cases requires further study. In appearance it 
closely resembles the gonococcus, but it differs in the fact that in 
many smears it failed to become decolourized when treated by 
Gram’s method. There is little doubt, however, that it has often 
been described as the gonococcus, and this error accounts for the 
frequency with which the latter organism has been reported by some 
investigators to be associated with puerperal infection. All attempts 
to grow the organism either aérobically or anaérobically have, so far, 
failed in our hands, and it is therefore possible that more than one 
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organism has been included under the term “diplococcus A.” <A 
similar organism has been described by Foulerton and Bonney 
(Practitioner, February, 1905) as found by them in the lochia of 
patients with puerperal infection. With them, as with us, it is 
associated with mild and non-fatal infections, rarely lasting more 
than three or four days. 

“Diplococcus B” is in all probability the pneumococcus, from 
which, at any rate, it is indistinguishable in morphological, staining, 
and cultural reactions. 


Taste IV.—Bacteriological examinations of pus showing organisms 
observed or isolated. 


Bacillus coli communis 
Streptococcus as 
Staphylococcus aureus. 
Diplococcus pheumoniz 
Negative 


Total... 


The following is the list of permanent specimens in the Museum 
on the 31st October, 1905 :— 


( 2 Uterus in acute sepsis. 

2) Uterus in mixed infection. 

3) Adeno-carcinoma of body of uterus. 

4) Adeno-carcinoma of body with epithelioma of cervix. 
5) Uterus showing interstitial myomata. 

6) Uterus showing myoma obstructing labour. 

7) 

8) 

9) 

0) 


( 
( 
( 
( 
( 


Hydatidiform mole. 
Deciduoma malignum. 
Rokitansky’s tumour of ovary. 
Hematocele. 


( 

(1 

Nos. 4, 8, 9 and 10 have been described in previous reports by 
Dr. Neville. 


Nos. 1 and 2 contrast markedly the conditions found in the uterus 
in acute and rapidly fatal streptococcal sepsis, on the one hand, and, 
on the other, in the slower sepsis due to a mixed infection. (1) is a 
uterus from a case of sepsis occurring after a miscarriage in the 
fourth month. It shows no gross sign of inflammation, the organ 
not being enlarged, the mucous coat and the peritoneum being alike 
unaffected. This condition is characteristic of an infection so viru- 
lent that no local reaction occurs. Microscopically, chains of cocci 
were found penetrating the organ. (2) is a large, flabby uterus, 
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showing marked local reaction. The mucous membrane is thick and 
cedematous, with necrosing masses, and with a thick diphtheritic 
exudate. The peritoneum shows a fibrino-cellular exudate. 

Both these specimens are figured in Jellett’s “Manual of Mid- 
wifery,” Figs. 380 and 383. 

No. 3 is a typical specimen of adeno-carcinoma of the body of the 
uterus. It shows the growth fungating into the cavity of the uterus, 
and it also shows the infiltration of the muscle of the fundus by the 
tumour. 

No. 6 is a typical specimen. A uterus is cut across to show three 
large interstitial myomata. 

No. 6 shows a pregnant uterus (child removed) with a globular 
myoma 5 ins. in diameter, situated in the posterior uterine wall, 
close to and pressing on the cervix. 
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The Vermiform Appendix in Relation to Pelvic 
Inflammation, with an Analysis of Ten Cases.* 


By Arnotp W. W. Lea, M.D., B.S. (Lond.), F.R.C.S. (Eng.), 
Lecturer on Obstetrics and Diseases of Women, Manchester 
University; Surgeon, Northern Hospital for Women; and 
Assistant Surgeon, St. Mary’s Hospitals, Manchester. 


THE vermiform appendix is so frequently a pelvic organ that it 
merits the attention of all gynecologists. During the last few years 
its importance in relation to disease of the pelvic viscera has been 
generally recognized, and the advisability of removal of the appendix 
when the abdomen is opened for pelvic lesions has been much 
discussed. 

The recent monograph on “ Diseases of the Appendix,” by 
Howard A. Kelly, is a contribution of the greatest value, and 
contains very complete references to the literature of the subject. 

I purpose briefly to review the anatomical and pathological 
relations of the appendix to the pelvic viscera, and to record ten 
cases in which lesions of the appendix were found in association with 
pelvic inflammation. 


ANATOMY OF THE APPENDIX VERMIFORMIS. 


The point of origin of the appendix from the cecum is fairly 
constant, but its length, the direction of its axis, and its relations 
to the peritoneum show wide variations. The appendix frequently 
occupies the pelvis. Thus Hawkins! found the appendix in the true 
pelvis in 19 per cent. of autopsies. Robinson,” in 128 examinations, 
found the appendix to be pelvic in 48 per cent. of females and in 
37 per cent. of males. Lockwood,? in 109 consecutive operations, 
observed the appendix to be pelvic in 15, and in a later series of 
200 cases the appendix was pelvic in 37. Kelly‘ estimates that in 
25 per cent. of women the appendix is dependent in the pelvis. 

Usually, the appendix is situated behind the ovary and tube, and 
it may reach the floor of the pelvis. Rarely it lies in front of the 
broad ligament in the utero-vesical pouch. 

A lymphatic and vascular connection between the ovary and the 


* Amplified from a paper read before the North of England Obst. and Gyn. Soc., 
March 15th, 1906. 


9 
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appendix has been traced by several observers. Thus Clado,5 
Durand,® and others have described a definite fold of peritoneum 
passing upwards from the infundibulo-pelvic ligament to the meso- 
appendix, and have called this the “ appendiculo-ovarian ” ligament. 
They believed that in this way a direct lympathic path is established 
providing a ready means for the propagation of infection. Recent 
researches by Craig,’ Poirier,’ Kelly, and others have shown that this 
ligament is only occasionally present, and is merely a peritoneal fold 
passing behind the meso-appendix. Morphologically it corresponds 
to the mesorchium, and indicates the line of descent of the ovary from 
the Wolffian body. All attempts by injection of the vascular and 
lymphatic systems have failed to demonstrate any direct connection 
between the appendix and the ovary. 

It may, I believe, be definitely stated that the association of the 
appendix with disease of the pelvic organs is entirely due to its topo- 
graphical relations to the pelvic viscera. 


FREQUENCY OF COINCIDENT DISEASE OF THE APPENDIX AND THE PELVIC 
ORGANS. 


This has been variously estimated, much depending upon the 
exact definition of the changes in the appendix which are to be 
regarded as morbid. Diihrssen® found the appendix involved in 
3 per cent. of laparotomies for pelvic disease. Amann, in 280 
abdominal sections, observed 17 cases of disease of the appendix. 
Hermes,!° in a series of 75 consecutive operations, found abnormal 
changes in the appendix in no less than 53 per cent. The figures 
given by some American operators are remarkable. Dr.J.G.Clark," 
of the Johns Hopkins University, removed the appendix as a routine 
procedure in 120 consecutive cases of abdominal section. The 
appendix was carefully examined in each case. In 265 only was it 
absolutely normal. Peri-appendicitis was present in 39, various 
types of chronic appendicitis in 47, and in one instance primary 
carcinoma was discovered. Peterson,!? who also advocates removal 
of the appendix as a part of all gynecological abdominal operations, 
observed the condition of the appendix in 200 consecutive cases. 
No case was included in which the symptoms pointed primarily to 
the appendix. The appendix was examined microscopically in every 
instance. Forty-seven per cent. showed histological lesions, and 
the appendix was adherent in 18°5 per cent. He states that in nearly 
half the patients with chronic disease of the uterine appendages there 
is a morbid condition of the vermiform appendix, and since it is 
impossible to determine by external appearances whether the appendix 
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is diseased or not, he concludes that it should be removed if no direct 
contra-indication exists. Kelly, in 240 cases of removal of the 
appendix, found appendicitis associated with inflammation of the 
pelvic organs in 64 cases. In seven instances this was associated with 
tubercular disease of the uterine appendages. 


In a valuable paper Hunter Robb ?° records his experience of the 
condition of the appendix in a series of 370 abdominal operations. 
In each instance the appendix was removed and microscopically 
examined. In 47 cases, 7.e., 11°5 per cent., inflammatory changes 
were found in the appendix. In 148 cases of inflammatory disease 
of the tubes and ovaries, appendicitis was found in 25, or 16°8 per 
cent.; in 64 cases of purulent disease of the tubes, appendicitis was 
present in 11, or 17 per cent. In 15 cases of cystic tumours, appendi- 
citis existed in4,and in 18 operations for uterine myoma the appendix 
showed inflammatory changes in 3 cases. Careful examination of 
these appendices revealed, however, that lesions, apart from those 
produced by inflammation, were very frequent, so that only in 103 
instances was the appendix held to be quite normal. Thus in 88, 
hypertrophy of the subperitoneal covering or of the mucosa existed. 
The lumen was occluded in 36, dilated in 16, and contained concre- 
tions in 12. 


From these figures it is obvious that morbid conditions of the 
appendix must exist in many apparently healthy people. Ribbert,'4 
in a series of 400 autopsies, found partial occlusion of the appendix 
in 99, 7.e., in 25 per cent., and obliteration of the lumen increases 
in frequency with advancing age. Sometimes this may be the result 
of inflammation, but it is probable that it is often an atrophic 
process. Fecal concretions are probably present in at least 10 per 
cent. of individuals, and their existence must be a source of danger. 
The explanation of these facts seems to lie in the rudimentary 
condition of the appendix in the human race. Possibly it is destined 
ultimately to disappear; meantime, it is peculiarly liable to retro- 
gressive changes. 


Removal of the appendix in the absence of obvious disease or 
adhesions to viscera has not hitherto been the practice of English 
surgeons. Hence it follows that if the figures quoted above are even 
approximately true, morbid conditions of the appendix must often 
exist without producing any symptoms, or a number of our patients 
would not be completely relieved after operations on the pelvic organs. 
It is indeed probable that imperfect post-operative results are some- 
times due to unrecognized lesions of the appendix, and there is also 
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some evidence that disease of the appendix may follow pelvic 
operations. 

I am not acquainted with any extensive series of detailed 
observations on the after histories of patients operated upon for 
pelvic disease, but the recent discussion at the Royal Medico-Chirur- 
gical Society is valuable as giving the experience of general surgeons 
of results after removal of the appendix. Sir Frederick Treves,!5 in 
his paper, records the after histories of 1,000 cases of appendectomy. 
Forty-five of these were incompletely relieved, and in nine instances 
this was due to co-existing disease of the right ovary, overlooked at 
the time of operation. Sir Frederick Treves, after stating that he 
was often unable to distinguish chronic disease of the right ovary 
from appendicitis, advised that the right ovary should be systemati- 
cally examined when the appendix is removed. Mr. Lockwood, in 
his series of 200 cases of operation for appendicitis observed six 
instances of inflammatory disease of the right uterine appendages 
first recognized at the time of operation. 


The association of lesions of the appendix with pelvic disease may 
arise in three ways : — 


1. Appendicitis may be the primary lesion. 


2. The appendix may be involved as a secondary result of tubo- 
ovarian disease or of a new growth in the pelvis. 


3. The two affections may exist independently. 


I. Primary PeEtvic APPENDICITIS. 


Acute pelvic inflammation often terminating in abscess, is not 
uncommon as the result of acute appendicitis. Thus Rotter,!® in a 
series of 132 cases of suppurative appendicitis, observed 40 cases in 
which the pus filled the pouch of Douglas and in 21 of these it was 
limited to the pelvis. In these cases it is often difficult to determine 
the primary source of the infection, for the symptoms closely 
resemble those produced by acute peritonitis from infection of the 
uterus and tubes. The history of the illness, the absence of any of 
the usual causes of pelvic inflammation, and the limitation of the 
swelling to the right side may often enable a diagnosis to be made; 
but in very acute cases with diffuse peritonitis it is often not possible 
to differentiate between appendicitis and infective salpingitis. 

In rare instances acute pelvic appendicitis may directly infect the 
uterine appendages, producing a pyosalpinx or ovarian abscess. An 
example of this was recently recorded by Bland-Sutton,!” in which 
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the acutely inflamed appendix ruptured into the abdominal ostium of 
the adherent Fallopian tube. 

Pelvic abscess the result of acute appendicitis may attain a large 
size, and closely simulate an ovarian cyst which has undergone acute 
torsion or become infected. The swelling is usually central, and 
may reach the umbilicus. The encysted exudation either lies in 
front of the uterus, which is then pushed to the floor of the pelvis, or 
fills up Douglas’s pouch. Evacuation of the pus through the abdomen 
or by posterior vaginal section is usually followed by complete 
recovery. Vaginal drainage is of especial value in these cases, and 
may be carried out even in children and young adults.1* In some 
instances adhesions remain around the uterus and its appendages, 
causing occlusion of the Fallopian tubes and permanent sterility. 

Chronic pelvic appendicitis may develop without the formation 
of abscess. The fibrinous exudation is either completely absorbed 
or dense adhesions form around the uterus and its appendages. It is 
possible that these adhesions may remain as the only result of healed 
appendicitis, and be a cause of uterine displacements. Kelly states 
that in five out of eleven cases in which he found disease of the 
appendix associated with retroflexion, the uterus was bound down 
by adhesions, the Fallopian tubes being quite healthy; and he 
regards the appendix as being the primary cause of the perimetritis. 
The close anatomical relations between a pelvic appendix and the 
right broad ligament may lead to direct infection of the tube and 
ovary, or to the development of adhesions. The existence of a uni- 
lateral tubo-ovarian mass without evidence of uterine infection 
strongly suggests the appendix as the seat of disease. In young 
women the possibility of tubercular infection of the uterine appen- 
dages must always be considered. The appendix is infected with 
tubercle in many cases of tubercular salpingitis, but usually as a 
part of the general peritoneal infection. 


II. CHANGES IN THE APPENDIX SECONDARY TO TUBO-OVARIAN DISEASE. 


Inflammatory affections of the uterine adnexa are frequently as- 
sociated with lesions of the appendix, and usually the primary in- 
fection is of pelvic origin. The appendix in at least 25 per cent. of 
women lies in close relation to the right Fallopian tube and ovary. 
If these are enlarged or inflamed the appendix readily becomes ad- 
herent. If the adhesions are slight and velamentous the appendix 
may remain healthy; more often secondary changes ensue either by 
interference with its nutrition by traction or kinking, or by direct 
bacterial invasion from the tube and ovary. 








138 Journal of Obstetrics and Gynecology 


The adherent appendix usually produces no characteristic 
symptoms. Peterson analysed the symptoms in his cases. He states 
that pain, possibly of appendical origin, existed in 45 per cent. of 
patients in whom the appendix was found diseased, but similar pain 
was present in 33 per cent. of patients in whom the appendix was 
shown to be healthy. It is practically impossible to diagnose an 
adherent appendix in association with tubo-ovarian inflammation. 


I have arranged in tabular form all the examples of disease of the 
appendix associated with chronic tubo-ovarian disease which I have 
observed—eight in number. A study of these cases shows that the 
appendix was the primary source of infection in two instances (Nos. 
1 and 5). In both the appendix contained pus, and the patient had 
suffered from recurrent attacks of pelvic peritonitis. In three cases 
(Nos. 2, 3 and 4) the appendix was involved as a secondary result of 
tubo-ovarian disease. In one case (No. 8) the source of infection 
cannot be certainly stated. In two cases (Nos. 6 and 7) lesions of 
the appendix were found in association with prolapsed and enlarged 
ovaries, and apparently arising independently of the pelvic affection. 


The differential diagnosis between chronic appendicitis associated 
with acute attacks of localized peritonitis and tubo-ovarian disease 
on the right side is often difficult. In both, exacerbations of pelvic 
pain with pyrexia are liable to occur. The pain may be precisely 
similar, although usually the appendicular sensitive area is higher 
up, at or near McBurney’s point. In chronic appendicitis there is a 
distinct tendency for the attacks of pain to develop at the menstrual 
periods. MacLaren!® has drawn attention to this feature, and has 
suggested that attacks of appendicular colic may be mistaken for 
spasmodic dysmenorrhea. There is evidence that a chronic form of 
appendicitis exists apart from the acute recurrent type which is 
generally recognized, and this may be a cause of right-sided pelvic 
pain in women apart from lesions of the ovary or tube. This 
condition cannot be recognized by physical examination as the 
appendix may have undergone comparatively slight changes. This 
pain is worse at the menstrual periods, and is often regarded as 
“ovarian” in origin. Possibly in some cases the right ovary has 
been removed for “ sclero-cystic” disease when the pain has really 
been due to the appendix. 


The development of a pelvic inflammatory swelling in an 
unmarried girl or woman in whom gonorrheal or septic infection 
can be excluded, suggests an appendical origin, especially if the 
swelling is limited to the right side. Tubercular salpingitis may, 
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however, present very similar clinical features, although here the 
affection is usually bilateral. 


Ovarian Tumours and the Appendix. 


The appendix is often adherent to ovarian tumours, especially if 
these have undergone torsion or become infected. Kelly observed an 
adherent appendix in 19 out of 300 operations for ovarian cystoma. 
Peterson states that in 17 out of 23 cases of ovarian tumour he 
found inflammatory changes in the appendix, but in only three 
instances was the appendix adherent to the cyst wall. Usually these 
adhesions are of little importance, but occasionally the appendix may 
infect the contents of an ovarian cyst. This is usually preceded by 
acute inflammation of the appendix. I have observed one instance 
of suppurating ovarian cyst in which the appendix was firmly 
incorporated in the cyst wall. Careful examination after removal 
did not reveal any pus in the appendix; hence the cause of the 
infection remains doubtful. 

Acute torsion of an ovarian cyst may closely simulate appendicitis 
unless the case has been carefully observed from the first onset of 
the symptoms. The localized purulent peritonitis resulting from 
perforative appendicitis may form a definite tumour in front of or 
behind the uterus, with physical signs indistinguishable from those 
produced by an ovarian cyst which has become generally adherent. 


Tubal Pregnancy and the Appendicz. 


Adhesion of the appendix to a tubal gestation sac is not 
uncommon. I have observed this in two cases (Nos. 9 and 10). The 
appendix was simply adherent, and was removed as a precautionary 
measure. Kelly records the appendix as being adherent in 10 per 
cent. of the cases operated upon by him. The appendix may possibly 
infect the gestation sac or a hematocele, and several examples 
of this have been recorded. The chief interest attaching to this 
subject lies in the diagnosis. Acute perforative appendicitis may 
simulate ruptured tubal pregnancy. Several instances have also 
been observed in which both affections were present at the same time. 

Tubal pregnancy may exist without any evidence of menstrual 
disturbance or any signs of pregnancy, and the symptoms may be 
indistinguishable from acute appendicitis. Lapthorn Smith”? has 
recently recorded a case illustrative of these difficulties. The 
patient had missed two periods and was suffering from uterine 
hemorrhage, associated with pyrexia and severe pelvic pain on the 
right side. A sausage-shaped swelling was felt in the posterior 
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cul-de-sac, and a mass was also present in the right iliac region. On 
exploring the abdomen the appendix, almost perforated and gan- 
grenous, was found embedded in adhesions at the floor of the pelvis. 
It was adherent to a coil of small intestine. This was much thickened, 
and had been felt in Douglas’s pouch before operation resembling 
the pregnant Fallopian tube. The clinical symptoms and physical 
signs produced by an infected hematocele may be indistinguishable 
from those of suppurative appendicitis. Déderlein aud Krénig point 
out that in these doubtful cases only vaginal drainage should be 
adopted. 


Appendicitis following Pelvic Operations. 


If abdominal or pelvic pain continues after operation on the 
uterus or its appendages the possibility of the appendix being at 
fault must be borne in mind, even if it was apparently healthy at the 
time of the operation. There is a distinct liability for lesions of the 
appendix to arise after pelvic operations. Exudation about the 
pedicle and subsequent adhesions may involve the appendix, or it 
may become adherent to raw surfaces about the brim or in the 
cavity of the pelvis. This is especially liable to occur if the 
appendix is “ pelvic ” in position. 

I have observed four cases in which the appendix was removed 
after operations on the pelvic organs had failed to cure, and in each 
instance complete relief was afforded. In none of these patients 
had the symptoms prior to operation suggested that the appendix 
was at fault :— 

Case 1. An unmarried lady, et. 39, had suffered for five years 
from chronic pelvic peritonitis. The general health was good. The 
usual causes of pelvic inflammation were absent. The uterus was retro- 
verted and fixed. The appendages on both sides were enlarged and 
adherent. Abdominal section revealed omental and intestinal 
adhesions to the uterus and its appendages. On separating these 
the left tube and ovary showed chronic adhesive salpingo-odphoritis. 
The right ovary was equal in size to a small orange, adherent 
to the Fallopian tube and the back of the uterus. It contained 
a hematoma, involving its entire structure. Both tubes and 
both ovaries were removed. The patient was much relieved, but 
did not entirely lose the pain on the right side. This gradually 
became worse, preventing her from walking. Twelve months later 
I again saw the patient. I concluded that the pain was due to 
the vermiform appendix, and advised its removal. I found the 
appendix bound down by adhesions to the brim of the pelvis, 
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thickened and partially occluded. Since its removal the patient has 
been quite well. It is quite possible that in this instance the 
appendix was the primary cause of the pelvic peritonitis, and it 
ought to have been removed at the first operation. 


CasE 11. In 1903 I performed total abdominal hysterectomy on 
a patient, et. 42, for myomata complicating pregnancy. She made 
a good recovery, but six months later began to complain of dragging 
pain in the right iliac region. As both ovaries had been removed 
I concluded that this pain was appendical in origin. Some months 
later, as the patient gradually became worse, I removed the appendix. 
It was lying at the pelvic brim, and showed peri-appendicitis with | 
adhesions to the pelvic peritoneum. The patient was completely 
relieved, and has since remained well. 


Case m1. A patient, et. 29, was seen in 1902 suffering from 
double tubo-ovarian disease of gonorrheal origin. Abdominal section 
was performed. The appendages on both sides were removed. On 
the right side a pyosalpinx was present, on the left adhesive salpingo- 
odphoritis. The patient made a good recovery. Some months later 
she began to suffer from constant dragging pain in the right iliac 
region. After waiting for a time, as the pain became aggravated, I 
removed the appendix. It was adherent at the pelvic brim and along 
the posterior wall of the cecum. The pain was completely relieved, 
and the patient has remained well. 


Case Iv. Patient, et. 42. Vaginal hysterectomy was performed 
for multiple myomata of the uterus. Recovery was uneventful, the 
temperature being normal throughout. Six months later she began 
to complain of severe dragging pain in the right iliac region, 
rendering her unable to walk or exert herself. As she became 
gradually worse the abdomen was explored by incision in the right 
linea semilunaris. The vermiform appendix was adherent, along 
with the omentum, to the cicatrix of the vaginal roof. The appendix 
was removed, and the omentum separated. This gave complete relief 
to the symptoms. 

These. cases clearly show that the possibility of lesions developing 
in the appendix after pelvic operations is by no means remote, and 
this is a factor to be weighed in deciding whether or not to 
remove the appendix as a part of these operations. It is very 
easy to overlook morbid conditions of the appendix unless the organ 
is carefully examined, and it is certain that some failures after pelvic 
operations are the result of disease of the appendix co-existent with 
but entirely independent of the pelvic lesions. It is to be noted also 








142 Journal of Obstetrics and Gynecology 


that the pain of chronic appendicitis may be indistinguishable from 
ovarian pain, and that it is almost always aggravated by the 
congestion occurring at the menstrual periods. A careful study of 
the history of the illness will often afford great help, but if any 
doubt exists the appendix must be thoroughly examined at the time 
of operation. 


Although it is not possible to fix the precise frequency of morbid 
conditions of the appendix in apparently healthy women, or in women 
suffering from pelvic disease, it is abundantly demonstrated that it 
is wise to examine the appendix as a part of every abdominal 
operation, and especially in all cases of right-sided abdominal pain. 
The practice of removing the appendix in every case, even if 
apparently normal, has much to commend it. Kelly obtained the 
opinion of 73 surgeons in different parts of the United States on 
this point. Two-thirds of the replies were against removal of the 
normal appendix. If, however, the appendix is adherent there is a 
general agreement that it should be removed. 

During the last three years I have examined the appendix in 
almost every case of abdominal section for pelvic disease, and in 
36 cases I have removed the appendix even when apparently normal. 
The procedure is simple, only occupying a few minutes, and it does 
not appreciably increase the danger of the operation. 

If the appendix lies above the brim of the pelvis and is obviously 
healthy it should not be removed. If, however, the appendix is 
lying over the brim of the pelvis or dependent in the cavity it should, 
I believe, be taken away, as in these cases there is a definite risk of 
subsequent appendicitis or adhesion of the appendix to some part of 
the pelvis. 

If the appendix in the course of any pelvic operation be discovered 
adherent to an ovary or tube or to a new growth, it is wiser to remove 
it than merely to separate it from the adhesions. 


In view of the importance of the appendix as a cause of pelvic 
pain and inflammation and as a secondary complication of pelvic 
disease, the following conclusions appear to be well founded :— 


1. The appendix should be examined as a routine precaution in 
all cases of abdominal section for pelvic disease. 

2. The appendix should be removed (a) if it lies at the brim of 
the pelvis or lies in the pelvis; (b) if it shows any peri-appendical 
adhesions or contains a concretion; (c) if it is adherent to any pelvic 
inflammatory swelling or tumour; (d) if it lies in close relation to 
the pedicle or raw surface left after the removal of any pelvic organ. 





List of Cases in which Adherent Appendix was present as a 
Complication of Tubo-ovarian Disease. 





{ 

| Age and Civil 
| ” State. 

| 


Symptoms. 


Physical 
Examination. 


Nature of Operation. 


Condition of 
Appendix. 





1| 24 
| Single. 


9 


Q 
b) 


| 


| Nopregnancies 


| 
| 





Married, 
No pregnancy. 


C. 2. 
Younger 12 
years ago. 


82 
Married. 
No pregnancy. 


34 
M. 7 years, 
C, 2. 


29 
Single. 


32 
M. 5 years. 
©: i, 


30 
Married. 
Gs 


31 
Married. 


No pregnancy. 


Recurrent attacks of 
abdom. pain with py- 
rexia, great loss of 


sh. 
Duration 4 months. 


Pain right side of pelvis 
3 years with occasion: 
acute attacks and py- 
rexia. 

Menorrhagia. 


Constant right - sided 
pelvic pain 12 months; 
menorrhagia. 

Left ovary removed 9 
years previously. 


Repeated attacks of 
pelvic pain for six 
years. 


Recurrent attacks of 
pain in right side 
of pelvis for two 
years. Ovariotomy 
performed for left 
cystic ovarian  tu- 
mour 4 years ago. 


Hypogastric and right 

iliac pain since last 
confinement 3 years 
ago. Menorrhagia. 


Constant right-sided 
pain 18 months, es- 
pecially at menstrual 
periods. 


Constant right iliac 
pain 2 years, with 
recurrent attacks of 
| acute inflammation. 
Menorrhagia. 


| 





Extra-uterine gesta- 
tion, recurrent attacks 
of pain, uterine he- 
morrhage. 

| Sudden illness, 1 month 


| 
| Extra-uterine gesta- 
tion. 
Right iliac pain, sudden 
| illness 6 months pre- 
| viously, 








Virgo intacta— 
uterus fixed by 
mass filling right 
side of pelvis. 


Uterus bulky, 
fixed, anteflexed ; 
large tubo - ova- 
rian mass, right, 
reaching floor of 
pelvis, cystic. 


Uterus bulky, ante- 
flexed, mobile: 
right ovary much 
enlarged, prolaps- 
ed and adherent. 


Uterus fixed by 
perimetric adhe- 
sions: adherent 
tubo-ovarian mass 
on right side of 
floor of pelvis. 
Very sensitive. 


Uterus anteflexed, 
movable. Tender, 
fixed mass in right 
broad ligament, 
induration pass- 
ing anterior to 
uterus. 


Uterus retroflexed, 
and enlarged. 

Right ovary pro- 
lapsed and cystic. 


Uterus anteflexed, 
mobile. 

Right ovary en- 
larged and tender. 
bdomen_ tender- 
ness at McBur- 
ney’s point. 


Uterus enlarged, 
anteflexed, fixed : 
tender swelling 
fills right side of 
pelvis. 


Pelvis filled by 
mass pushing ute- 
rus forward. 


Uterus mobile; 
fixed, tender mass 
fillin 


up right 
bi 


ligament. 





Abdom. Section. 
Numerous omental and in- 
testinal adhesions. 
Both appendages embedded 
in peritoneal exudation ; 
not removed, 


Curettage. 
Abdom, Section. 
Removal of hydrosalpinx 
and hematoma of right 

ovary, very adherent. 
Left ovary and tube em- 
bedded in adhesions, 
Not removed. 


Abdom. Section. 
Removal of  sclero-cystic 
adherent ovary and Fal- 
lopian tube. 


Abdom. Section. 
Uterus covered by fibrin- 
ous adhesions. 
Right tube and ovary 
adherent to floor of pelvis. 
Removal. 
Left tube and ovary appar- 
ently normal after separa- 
tion of adhesions. 


Omentum adherent to blad- 


er. 

Right Fallopian tube and 
ovary much _ enlarged, 
embedded in dense ad- 
hesions to cecum. 
Removal of right appen- 
dages. 


Abdom, Section. 
Ventri-fixation. 
Removal of sclero-cystic 
right ovary. 
No adhesions. 


Abdom. Section. 
Removal of  sclero-cystic 
and enlarged right ovary. 


Curettage. 
Abdom. Section. 
Cecum adherent to pos- 

terior wall of uterus, 
Right appendages lying in 
floor of pelvis ; hydrosal- 
pinx and hematoma of 
ovary. 
Left tubo-ovarian cyst. 


Abdom. Section. 
Uterus and appendages 
embedded in firm blood- 
clot. Rupture of left | 
tube. Foetus 24 inches | 
long. | 
Removal of uterus and ap- | 
pendages. | 


Abdom. Section. 
Right hematosalpinx with 
numerous adhesions. 





| 
| 
| 
| 


Appendix adherent 
to floor of pelvis, 
purulent appendi- 
citis. Removal of 
appendix, drain- 
age. 


Appendix adherent 
to anterior surface 
of tumour, peri- 
appendicitis. 


Appendix in pelvis, 
numerous adhe- 
sions. 


Appendix fixed by 
adhesions to right 
side of pelvis, very 
long and tortuous 


Appendix retro- 
cecal and adher- 
ent, the tip only 
lying free in pel- 
vis. 

Appendix con- 
tained thick pus. 


Appendix very long 
and tortuous in 
pelvis, containing 
a fecal concretion. 


Appendix adherent 
in its whole length 
to cecum at brim 
of pelvis. 


Appendix adherent 
along anterior sur. 
face of tubo-ova- 
rian mass, its top 
being close to 
uterine cornua. 


Appendix adherent 
n pelvis to right 
tube and ovary. 


Appendix thick- 
ened and tortu- 


ous, adherent to 
outer end of Fal- 


lopian tube. 


Recovery. 
Patient quite well5 years 
after operation. 


Recovery. 
Primary infection was 
probably of gonorr- 
heeal origin. 


Recovery. 
Exudation developed 
in the floor of the 
pelvis 14 days after 
operation. It was com- 
pletely absorbed in a 
month. 


Recovery. 
The patient was seen 
recently ; she com. 
plains of some pain 
in left ovary which 
= enlarged and ten- 
er, 


Recovery. 

In this case there was 
no evidence of uterine 
infection. Hence the 
appendix was probably 
the primary cause of 
the peritonitis. 


Recovery. 


be ag 
Cause of pain doubtful. 


Recovery. 

-| No evidence of uterine 
infection, probably ap- 
pendix was primary 
source of the pelvic 
peritonitis. 
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Lewers: Epithelioma of the Vulva 


SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to 
which a special interest attaches either from their unusual 
character or from being, in a special sense, typical examples of 
their class.) 


I. 


Three Cases of Epithelioma of the Vulva with the 
After-Histories.* 
By Artuur H. N. Lewers, M.D., F.R.C.P. 


Case 1. P.J., a married woman, ext. 47, was admitted into the 
London Hospital on the 5th December, 1896. 

She had been married 24 years and had had five children—the 
last 11 years previously—also 3 miscarriages—the last 8 years pre- 
viously. 

The catamenia had been regular every 4 weeks until the beginning 
of 1896. From January to March “nothing was seen,” and she had 
thought herself pregnant. Two normal periods, however, followed in 
April and May. Since that time there had been amenorrhea up to 
the time of her admission. 

Her father died at 72 of apoplexy; her mother is still alive, et. 51. 

She was born in Bristol, and lived there till she married in 1873. 
She had lived all her married life in the East of London. At about 
the age of 18, she suffered from marked debility, and about that time 
also is said to have had typhus fever. After the birth of the second 
child in 1877 she had an attack of eczema affecting the soles and the 
palms, which lasted six months; and another attack of it, lasting 
about four months during her third pregnancy in 1879. She ap- 
peared also to have suffered from attacks during the 7 years prior to 
her admission. 

She was perfectly well up to September 1895. She then had a 
swelling equal in size to a hen’s egg underneath the left knee, and at 
the same time she had a bad bilious attack. She was treated for this, 
and the swelling disappeared. During the same months some small 
warts made their appearance—5 on the back of the left hand, 5 on 
the right cheek, and 3 on the right labium majus. Those on the 
hand and cheek were scraped away by the patient herself with the 


finger nail, and the scars left from this looked like small burns. 
* Communicated to the Obstetrical Society of London, May 1906. 
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Since that time all traces of the warts on the cheek and on the hand 
had disappeared. The warts on the vulva, however, had remained; 
they were quite small until July, 1896; then they began to increase 
in size, and finally they coalesced, forming a single patch. There 
was little or no pain until ulceration occurred, which was about the 
beginning of October, 1896. 

On admission, she complained of a sore place on the’ external 
genitals, of a dragging pain in the right groin, and of shooting pains, 
like knives, in the external parts. 

On the right side of the vulva there was seen an ulcerated surface 
of an oval shape, measuring two inches long by one inch broad. The 
edge was raised and somewhat everted. The patch was very markedly 
indurated. The skin up to the edge of the growth was normal. The 
ulcer involved the right labium minus slightly. The glands in the 
right groin could be felt, but were not markedly enlarged. On 
vaginal examination nothing abnormal was detected. 

I saw her first on the 29th of October, 1896, and for the second 
time on the 3rd of December. The sore place on the external 
genitals had in the interval rapidly increased in size, and she was 
advised to come into the Hospital for operation. 

Operation, December 7th, 1896. The oval patch on the right 
labium was freely removed by means of Paquelin’s cautery; a fair 


margin of apparently healthy tissue around it being taken away at 
the same time. The wound was dressed with iodoform gauze, and 


left to granulate. At the same time the glands in the right groin 
were removed. 


The patient did quite well, and left the Hospital on the 2nd 
January, 1897. 

Re-admitted December 9th, 1898, complaining of a small growth 
on the external genitals. This second growth began as a small 
pimple, which was first noticed in the previous September, and had 
increased slowly, as compared with the former growth, up to the date 
of her re-admission. The patient’s attention was drawn to the pimple 
by noticing a slight, reddish discharge. Previous to this, she had 
“seen nothing” for 18 months. 

On examination, a small growth the size of a cobnut was seen on 
the left side of the vulva. The growth was hard and movable, and 
rather tender when touched. 

She was anesthetized on the 11th December, 1898, and the nodule 
freely excised with Paquelin’s cautery. No enlarged glands were 
felt in the left groin, and nothing further was done. 

She went out on the 23rd December, 1898. 
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Re-admitted January 26th, 1899. She was re-admitted on this 
date for the purpose of having the glands in the left groin removed. 

This was done on January 28th, 1899. The wound left by the 
operation on December 11th, 1898, had not quite healed, and the sur- 
face of it was hard, and bled readily. This portion of tissue was 
therefore excised with the cautery, and the base of the wound left 
was also freely cauterized. 

The patient went out on February 17th, 1899. The wounds were 
then soundly healed. 

Re-admitted March 7th, 1901. For the preceding few days she 
had noticed soreness and irritation about the vulva, and there had 
been a slight discharge containing blood. She also had had some 
pain on micturition because the urine caused the sore place in the 
vulva to smart. 

(I had seen her 3 months before she was re-admitted, and there 
was then no evidence of recurrence.) 

On the left side on the inner surface of the labium majus there 
was now a red patch about the size of a three-penny piece. It was 
very tender. Further, towards the middle line, there were two small 
nodules equal in size to a pin’s head. On the right side the skin 
was excoriated and tender where in contact with the growth on the 
left side. Very little infiltration was felt around the growth. No 
enlarged glands were felt. 

On March 9th the patch described was freely excised with 
Paquelin’s cautery, and the adjacent raw surfaces were also freely 
cauterized. 

To summarize the operations :— 

The first operation was on December 7th, 1896. At this the growth 
in the vulva was removed and also the glands in the right groin. 

The second operation was on December 11th, 1898. At this a 
growth in the vulva was removed. 

The third operation was on January 28th, 1899. At this the tissue 
in the region of the wound, which had not healed and was hard and 
suspicious-looking, was removed, and also the glands in the left 
groin. 

The fourth operation was on March 9th, 1901. At this a 
recurrent patch in the vulva was removed. 

Since that time I have seen the patient occasionally and examined 
her, and on each occasion she has been quite well, with no sign of 
recurrence. The last occasion on which I examined her was March 


8th, 1906—five years almost to the day since the date of her fourth 
and last operation. 
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Microscopical examination of the growth showed it to be a 
squamous-celled epithelioma. 

Case ut. E.E., a married woman et. 52, was sent to me by 
Dr. Jacobs, of Lee, on August 28th, 1899. 

She had been married 27 years, and had had four children, the 
last 11 years previously, also 2 or 3 miscarriages—all before the date 
of the last confinement. 

She complained- of having had a “peculiar swelling” and 
“appearance” about the private parts for some months. She had 
had pain in the region of the swelling for eight weeks, and a 
brownish-yellow discharge for about the same time. Micturition had 
also been painful for a few weeks. The catamenia had always been 
regular every four weeks, lasting five days, and the loss had been 
rather profuse, more especially the last few years. She did not think 
she had become thinner. 

Her father died of cancer of the liver. 

On examination, a rounded projecting growth was seen in the 
region of the glans clitoridis, slightly to the right of the middle line. 
Its surface was slightly warty, and the growth was superficially 
ulcerated. The growth measured one inch from before backwards, 
and two-thirds of an inch transversely. The upper portion of the 
growth was separated from the lower portion by a deep natural fissure, 
which was not ulcerated. The growth was hard and dusky red where 
ulcerated. It did not bleed very readily on being touched. Its base 
seemed quite free from the subjacent tissues. The skin of the vulva 
within the labia majora, as far back as the termination of the 
nymphe, was whitish, and had a macerated appearance. The glands 
in the right groin could be distinctly felt; two or three of them 
seemed enlarged. One enlarged gland was felt in the left groin. 

The patient was admitted into the London Hospital for operation 
on August 30th, 1899. Her weight on admission was 7 st. 13 lbs. 

Operation, September Ist, 1899. The projecting growth above 
described was lifted up, and freely dissected from its surroundings 
with Paquelin’s cautery, a portion of apparently healthy skin and 
tissue being removed with the growth in each direction. The wound 


so made was freely cauterized. The glands were also removed from 
both groins. 


The patient left the Hospital on September 23rd, 1899. 

Subsequent History. I saw this patient several times during the 
18 months after her operation—the last occasion being on February 
2nd, 1901. Her weight then was 8st. 6 lbs. 60z. At that time the 
external genitals seemed quite healthy, and no sign of any growth 
could be found in the groins or elsewhere. 
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I was afraid I had lost sight of her, as she had removed from 
where she was living at the time of the operation, but, through the 
kindness of Dr. Jacobs, I obtained her present address. In a letter 
to me, dated March 11th, 1906, she says: “I have not been troubled 
at all again with my old complaint, and my general health is on the 
whole good.” 

In this case, therefore, the interval without recurrence is six 
years and a half. 

Microscopical examination of the growth showed it to be a 
squamous-celled epithelioma. 

Case mrt. A.F., a married woman, et. 34, was admitted into the 
London Hospital on March 16th, 1905. She had been married 
10 years, and had had two children (the last five years previously) 
and no miscarriages. 

She had first noticed a small lump in the private parts between 
September and November, 1904; it was then about the size of a 
hazel-nut. For one month the lump grew rapidly, and spread till it 
attained the size of a five shilling piece. She had had some pain on 
micturition at first, but none lately. She hadalways had some slight, 
blood-stained discharge since the lump was first noticed. There 
had been no similar sores elsewhere. There had been no rash, loss 
of hair, or sore throat. The lump had been painful at times. 

The catamenia began at 16, and were quite regular every 28 days 
till the beginning of July, 1904, since when she had “ seen nothing.” 
She believed herself to be 8 months pregnant. 

On admission, the gravid uterus occupied the greater part of the 
abdomen, its size corresponding to that of an 8 months’ pregnancy. 

On the posterior part of the right labium majus there was seen 
a red, raised, kidney-shaped patch, superficially ulcerated, measuring 
24 by 14 inches. It had a raised, everted edge, with a fair amount of 
induration around it. The patch also involved the fourchette. 
Some enlarged glands were felt in the left groin, parallel with 
Poupart’s ligament; but no glands felt in Scarpa’s triangle. On 
the right side enlarged glands were felt in both positions. 

On March 20th a bright papillary rash was seen on both cheeks 
and on the forehead. 

March 28th. The patient has had 11 days’ treatment with 
hyd. c. cret. gr.i. 4 times a day. The patch on the vulva is 
unaffected. Enlarged glands are felt in Scarpa’s triangle on the 
right side running parallel with vessels. 

Operation, March 31st, 1905. I cut out the patch widely with 
Paquelin’s cautery, many vessels requiring ligature, and many 


10 
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encircling sutures of catgut being also used to control the bleeding. 
I thoroughly cauterized the base and edges of skin adjacent to the 
wound. Sections of the growth showed it to be a squamous-celled 
epithelioma. 

April 4th, 1905. Labour came on, and she was normally delivered 
of a living male child. 

On May 4th, 1905, the glands in both groins and in Scarpa’s 
triangle were removed. Those on the right side were obviously 
affected, and those on the left were apparently not affected. These 
wounds healed well. 

The patient was discharged on May 5th, 1905. 

Re-admitted June 19th, 1905. The scars in the groins were 
healthy. There was local recurrence in the region of the right 
labium majus. The growth measured 2 inches by an inch and a 
half. Its inner part involved the vestibule, and the frenum and 
prepuce of the clitoris. The growth was freely excised on June 
20th with Paquelin’s cautery and left to granulate. 

On July 4th the surface was granulating satisfactorily; no hard 
area was felt. The patient was discharged on July 8th. 

I never saw her again, but the Sister of the ward heard she had 
died with recurrence within three or four months of leaving the 
Hospital. She had been in Hospital again for treatment with X-rays 
under Dr. Sequeira from August 11th to September 9th without 
benefit 

Remarks. The history of Case i. shows very well that local 
recurrence in cases of epithelioma of the vulva is not necessarily 
of unfavourable significance. As three operations were performed 
on recurrent patches in the vulva subsequent to the first, at intervals 
of about two years as regards the second and fourth, yet an interval 
of five years without any sign of recurrence has followed the fourth 
operation. Such a history is in striking contrast to what is met 
with when recurrence takes place after radical operations for cancer 
of the cervix. In the latter disease the first operation is the only one 
likely to be productive of prolonged or permanent benefit. Little or 
no benefit is likely to follow operative treatment if the disease has 
once recurred. 

As regards Case ii., there was only one operation, and this has 
been followed by six years and a half without recurrence. 

Case iil. is remarkable in being an instance of epithelioma of the 
vulva occurring in a patient only 34 years of age. The progress 
of the disease was unusually rapid in spite of what appeared 
to be a complete removal of the growth on two occasions, and in 
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spite of the removal of the lymphatic glands on both sides. The 
whole course of the disease, from the time when it was first noticed 
until the fatal termination, only covered a period of about 12 months. 
It seems probable that in this case the pregnancy may have exerted 
an unfavourable effect on the disease, stimulating it to an unusually 
rapid progress. Incidentally it may be noticed how the first operation 
was followed by the occurrence of labour four days later as showing 
how likely labour is to be induced by slight operations on the external 
genitals. This effect was regarded as extremely probable, but 
the operation was undertaken nevertheless, as the patient was eight 
months pregnant, and it was evidently necessary to remove 
the growth without delay. This case is also an example of a super- 
ficial carcinoma not at all improved by the X-ray treatment. From 
the accessible position of the growth it appeared to be rather a 
favourable case for this particular form of treatment. 

It will have been noticed that in all these cases Paquelin’s 
cautery was used in removing the growth from the vulva. I think it 
is a better instrument for the purpose than the knife or scissors. The 
subsequent sloughing must be an advantage in removing possible 
outlying islets of growth that would probably escape removal in 


performing a neat operation with the knife to be followed by primary 
union. 





Journal of Obstetrics and Gynecology 


II. 


Carcinoma of the Sigmoid Flexure of the Colon 
successfully removed during Pregnancy. 


By Arruvur Connett, F.R.C.S. (Edin.), Surgeon to the Sheffield 
Royal Infirmary and Lecturer on Surgical Pathology at the 
University of Sheffield. 


THE occasions on which the surgeon is called upon to perform major 
operations for emergencies arising in pregnant women, apart from 
those due to acute lesions of the uterus and its appendages, are not 
very common, with perhaps one great exception, namely abscess 
having its origin in the appendix vermiformis. 

The present case illustrates very well the tolerance of a uterus 
four and a half months pregnant. 

Before entering into the details of the case I must acknowledge 
my indebtedness to my friend Mr. Percival Barber, Surgeon to the 
Jessop Hospital for Women, to whom the patient was sent in the 
first instance as being a case of severe vomiting in a pregnant 
woman. As Mr. Barber was able at once to eliminate pregnancy as 
the cause of the vomiting, he kindly asked me to see the case in con- 
sultation with him. 

Mrs. F., a well-nourished woman of thirty-nine years of age, was 
admitted into the Sheffield Royal Infirmary on the 16th of Dec.. 
1905. She complained of great pain in the “stomach,” and constant 
vomiting, a condition which had existed for two days previous to 
admission. 

On inguiring into the history of the case the following interesting 
facts were revealed. She had had ten children and had enjoyed 
excellent health until the beginning of the year (1905) when she had 
her first attack of obstruction. 

This attack was quite typical; it began with pain of an indefinite 
character in the left iliac fossa, which soon, however, rapidly in- 
creased in severity, and was then accompanied by vomiting, con- 
stipation having given marked trouble previously. Distaste for food 
and the liability to morning diarrhoea seemed to worry her more 
than anything else. She could not understand why the bowels should 


vant to act first thing in the morning, as they had not previously 





Columnar Carcinoma of Sigmoid Flexure. 


vo 
A“ 
Ly 
= 
~~ 
= 
0 
~ 
= 
= 
= 
—) 
= 
= 
~ 
~ 
=) 
~ 
~ 
oS 
= 
bar} 
a) 
— 


190 Dia. 




















Connell: Carcinoma of Colon during Pregnancy 153 


been in the habit of doing so. This attack kept her disabled from her 
household duties for two months. 

The second attack, which occurred in April, was of a more severe 
character, but fortunately lasted only two weeks. 

The third one occurred in August, when she was confined to bed 
for four weeks. 

When questioned she was quite emphatic in her statement that 
the attacks were of increasing severity, and that the morning 
diarrhceea was more in evidence as the year advanced. 

As was expected, the abdomen was found markedly distended, 
both flanks were bulged, and, at intervals, the peristaltic waves could 
be made out with ease. On placing the hand flat on the surface in 
the middle line, the uterus could easily be defined. The remainder 
of the abdomen was tense and resistant. On reaching the left iliac 
fossa there was unquestionably a tender area to which the examining 
hand returned again and again, always with the same result of elicit- 
ing a complaint of tenderness. 

Owing to the persistance of tenderness in this area deep palpation 
was made, and quickly revealed the presence of a tumour situated to 
the left of the uterus. 

Examination of the rectum was made, but the usual ballooning 
was all that could be made out. Fnemata were given on admission, 
but without result. 

The pulse was small and at the rate of 100 per minute. The 
temperature was subnormal, 97°F. 

The tongue was dry and covered with a brown fur. 

December 16th, 1905. At four o’clock the abdomen was opened 
by an oblique incision in the neighbourhood of the left semilunar 
line, the patient being anesthetized by ether. The external oblique 
aponeurosis was split in the direction of its fibres, and the internal 
oblique and transversalis muscles were separated in the direction of 
their fibres. The muscles were stretched and very thin, which made 
the process of separation easy. This plan of opening the abdomen 
was adopted with a view to future eventualities. 

On opening the peritoneum there was an escape of straw- 
coloured fluid. The sigmoid flexure was found slightly tied down to 
the extremity of the left Fallopian tube, but was easily disengaged 
and brought out of the wound. The usual precautions against soiling 
were adopted, the gut was clamped and divided, and then the usual 
question arose as to the best means of uniting the divided ends, owing 
to the marked discrepancy in the size of their lumen. 

The difficulty was overcome by reducing the lumen of the 
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proximal end and the bowel was united by a double row of sutures, 
The inner layer was of catgut and included all the coats, the outer 
layer was of fine silk and included the sero-muscular coats only. The 
abdominal parietes were closed by a succession of layers of catgut. 

The patient made an uneventful recovery; there was a natural 
action of the bowels next morning. At the end of four weeks she left 
the Infirmary quite pleased with herself. 

Through the courtesy of Dr. Beresford Collings I am able to 
state that she was safely delivered of a full-term child on the 30th of 
April, and that there was no yielding of the scar or ventral hernia. 


Examination of the Resected Portion. 


The gut above the seat of stricture is much hypertrophied and 
cedematous, the mucous membrane is swollen and injected; that 
below the stricture is very thin and pale. 

At the situation of the stricture there is a distinct infolding of all 
the structures. The lumen is so encroached upon by the cell elements 
that it barely admits of the finest glass rod. The growth is sharply 
defined, and shows no undue tendency to spread in the longitudinal 
axis of the gut, but there is marked evidence of the spread of the 
neoplasm into the muscular coats. The meso-sigmoid is thickened, 
and there are a few soft, small glands. 

The photo-micrographs, taken by myself, show the characteristic 
structure of the growth. 
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Fifteenth International Medical Congress, Lisbon. 


(April 19—26, 1906.) 
BY 
Freperick J. McCann, M.D., F.R.C.S. (Eng.), M.R.C.P. (Lond.). 


In the section of Obstetrics and Gynecology several important 
papers were presented, and some interesting discussions followed. 
The meetings were well attended, and the utmost harmony char- 
acterized all the proceedings. It would be well, however, if our 
Continental colleagues followed the adage that “brevity is the soul 
of wit,” and at such international meetings where the time. is so 
limited, it should be the rule that all papers be read in abstract, 
and that printed abstracts be furnished to those present at the 
meetings. The speakers, however, were kept to “the ten minutes’ 
rule,” which considerably facilitated the conduct of the business. 

The subject of Obstetrical Nomenclature was discussed in a 
lengthy communication by Professor Kar] Hennig, of Leipzig, and 
is already published in the first fasciculus. 

Considerable interest centred around two important papers on 
the treatment of Uterine Myomata. The first was entitled “ Bericht 
iiber die Behandlung der Uterus-Fibromyome,” in which Professor 
August Martin, of Greifswald, traced the evolution of the treat- 
ment of uterine myomata since the year 1881, when the Inter- 
national Medical Congress was held in London. The extra-peri- 
toneal teatment of the stump was soon displaced by the intra- 
peritoneal with separate ligation of the vessels, and by the method 
of enucleation introduced by Martin. 

In more than 50 per cent. of the cases this conservative opera- 
tion (enucleation) cannot be performed. The majority of cases oc- 
curring after the menopause do not call for a conservative operation. 
It is likewise contra-indicated where the uterine mucosa is the seat 
of histological change suggesting malignant disease, and where 
there are diseased uterine appendages. 

In suitable cases, however, where the age of the patient is 40 
or 45 the tumour should be removed and the uterus preserved. 

The inflammatory troubles connected with the cervical stump, 
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and the occasional development of malignant disease, prompted 
the author to advocate panhysterectomy when enucleation was 
contra-indicated. 

The two methods of operating—abdominal and vaginal—may be 
either conservative or radical. 

The abdominal method, thanks to improved technique and more 
perfect asepsis, gives increasingly good results. The occurrence 
of post-operative hernia has been minimized by the adoption of 
suturing in layers, peritoneum, fascia, muscle, fascia and skin. Still 
better results are claimed after Pfannenstiel’s transverse suprapubic 
incision. The skin and fascia are divided transversely and separ- 
ated upwards from the underlying muscle, thus disclosing the linea 
alba. The latter is divided in the middle line and the abdominal 
cavity opened. 

Martin, who now adopts this method, sutures peritoneum, posterior 
layer of fascia and anterior layer of fascia with continuous catgut. 
Then the transverse incision in the anterior fascia is sutured with 
aluminium bronze, which is buried, and the skin is also united with 
aluminium bronze, which is removed in 6—8 days. The primary 
healing has been good, but no definite facts can be given as to the 
after results, because the time test is not yet applicable. 

Concerning the development of omental and intestinal adhesions 
after operation, every precaution should be taken to avoid peritoneal 
“insult.” ‘The intestines are covered with sterile towels, thus pre- 
venting their escape, and also chilling or drying of, or injury to the 
serous covering. The duration of the operation is shortened as much 
as possible, and the contents of any tumour, whether purulent or 
not, are carefully prevented from coming in contact with neigh- 
bouring structures. The unnecessary disturbance of the peritoneum 
with different solutions is also avoided. The abdominal cavity is 
carefully cleansed before it is closed. The stump, after removal 
of the tumour, is covered with peritoneum, and all wounds of the 
peritoneum are similarly treated. 

Still, with all these precautions, an aseptic peritonitis may de- 
velop. In this relation early movement of the bowels and the 
avoidance of opium are important. 

Kven if we are in a position in many cases to avoid these 
dangers, the fact remains that any defect in our asepsis and any 
complications resulting from injury to the peritoneum during an 
operation may be attended with disaster. 

The technique of the vaginal operation has been brought to a 
high state of excellence, and by means of the method of illumination 
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suggested by V. Ott the entire pelvic contents may be inspected. 
The indications for this operation are definitely limited :—Adhesions 
in relation to the upper boundary of the tumour, firm old intestinal 
adhesions, tumours whose soft crumbling condition tends to favour 
tearing of surrounding structures are all contra-indications. 
In the vaginal operation narrowness of the vagina is not regarded as 
a hindrance, for Schuchardt’s operation can be performed. The 
primary mortality is under 5 per cent., and for the smaller circum- 
scribed tumours it should be the method of choice. Martin holds 
that the vaginal operation is safer and the convalescence shorter and 
freer from complications, and that the scar very seldom causes 
trouble. Moreover there is the absence of an abdominal scar. 

In supra-vaginal hysterectomy a variety of methods has been 
suggested for treating the cervical stump, but the two chief methods 
now adopted are the retro-peritoneal treatment of the pedicle 
Hofmeier, Chrobak), and the method of Zweifel, where interlocking 
ligatures are employed and a larger portion of the cervix is left: 
for both of which, especially the latter, excellent results are claimed. 

The radical method (panhysterectomy) is not complicated by any 
inflammatory trouble connected with the stump, and, thanks to the 
experience gained in the operation of total extirpation of the 
cancerous uterus, panhysterectomy is now adopted by those operators 
who advocate radical methods for all myomata. ‘The primary 
mortality of the radical operation, as given in the statistics of 
Hofmeier and Déderlein, is 5 per cent. 

The climacteric phenomena which follow these operations are 
subject to considerable variation in different individuals. It some- 
times happens that young patients suffer less than older patients, 
and badly-nourished individuals more than the well-nourished. 
Moreover, for the first few years the patients may be only slightly 
affected, then for three or four years badly, and symptoms may 
continue for years. 

The retention of one or both ovaries or a portion of the ovary 
has not, in Martin’s opinion, given better results. The administra- 
tion of “ ovarian tablets” has not proved satisfactory, and may cause 
dyspepsia. 

Olshausen has recommended the application of the ligatures as 
near the uterus as possible, in order to minimize the subsequent 
shrinking of the ovary, while Werth has suggested covering the 
ovary with peritoneum. Further extended observations are required 
before definite statements can be made. 


The conservative operation (enucleation) has made slow progress 
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in Germany, but is now advocated by Olshausen. Pozzi limits the 
indications to small easily-accessible tumours in young women. 
Martin does not advise this operation in elderly women or where 
there is disease of the uterine appendages or suspicion of malignant 
disease, or where there is not sufficient uterine structure left after 
enucleation, or where numerous fibroid nodules are scattered through- 
out the uterine substance. During the last six years Martin has 
performed 147 enucleations and 154 radical operations. The 
advantages of enucleation are that menstruation is continued, 
pregnancy is possible, and climacteric phenomena do not result. 
Winter, however, emphasizes the danger of a return of the myo- 
matous disease, and questions the advantages of the continuance 
of menstruation, while laying stress on the rarity of subsequent 
pregnancy. He considers, further, that the general condition of the 
patient is not so good as after the radical operation. 


In 4 per cent. of Martin’s and 6 per cent. of Winter’s patients a 
return of the myomata was noted. Concerning the rarity of 
subsequent pregnancy, the married patients are frequently of an age 
when conception does not occur, or only rarely occurs. Further, 
Martin suggests that in at least 50 per cent. of the cases the male is 
at fault. 


Reference is made to an observation by Déderlein, where rupture 
of the scar left after enucleation occurred at birth, but this also may 
occur after Cesarean section; yet Porro’s operation is not always 
recommended. In the event of subsequent pregnancy the patient 
should be kept under observation. 


In 32 per cent. of Winter’s cases where the general condition 
was not satisfactory, uterine discharge and profuse menstruation had 
persisted. Martin claims that these symptoms are not seen after his 
method of operation. He first curettes the uterine cavity, and after 
enucleation opens into the cavity through the bed of the tumour. 
If the mucosa is swollen it is resected and sutured, and then the 
tumour bed is approximated in layers. In appraising after results 
a distinction must be drawn between “ pure myoma cases” and 
“mixed cases”” where there are complications connected with the 
ovaries, tubes or peritoneum, in which convalescence is more prolonged. 

Martin claims that 97 per cent. of the cases treated by enucleation 
are well. Ile concludes by stating that the after results are better 
in the vaginal and conservative operations than the abdominal 
and radical operations, but that they all fully justify the operative 
treatment of uterine myomata. 
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The second paper was entitled: “The Treatment of Uterine 
Myomata,” by Tuffier (Paris) and de Rouville (Montpellier), and 
was arranged under the following headings : — 

Medical Treatment. Medical treatment is symptomatic, and is 
directed to the relief of pain or the arrest of bleeding. Absolute 
rest for a prolonged period and very hot (50°) vaginal injections 
given in the horizontal position and frequently repeated, are both 
sedative and hemostatic. The action of the constant current is held 
by these authors to favour arrest of bleeding, but diminution in size 
or relief from pain has rarely been noted. It is a method of 
treatment only to be used by experts, and an accurate diagnosis of 
the patient’s condition should have been made. Electrical treatment 
is contra-indicated for myomata complicated by lesions of the uterine 
appendages (cystic, inflammatory or suppurative), for myomata 
growing rapidly (cysto-sarcomatous degeneration), for multiple 
tumours and pedunculated intra-uterine or subserous tumours, and 
in the hysterical and during pregnancy. It is useful where the 
myoma is single, small, interstitial, soft in consistence and causing 
hemorrhage, in women near the menopause, or where surgical inter- 
vention is contra-indicated. Waters containing sodium chloride 
(Salins, Biarritz) are recommended both for their local and general 
action in definitely inoperable cases, and those cases in which pre- 
liminary treatment is advised before the patient is submitted to 
operation. 

Palliative Surgical Treatment. Such treatment formerly 
occupied a position of importance, but now that the results of 
radical operations are so much better palliative treatment is reserved 
for special cases. Curettage as a palliative method is not favoured 
by the authors, although it may be required in cases of hemorrhage 
where a radical operation is objected to or contra-indicated. It must 
be performed carefully and with strict attention to asepsis. 

Ligature of the uterine arteries is easy, and without danger, 
and it arrests hemorrhage. It is only applicable to cases 
where extirpation of the tumours is contra-indicated, or where a 
radical operation already commenced cannot be finished without 
serious risk. It may profitably be combined with curettage. 

Odphorectomy is, in the opinion of the authors, that method 
which will remain the longest in practice, but is less used owing to 
the success which now attends the performance of the radical 
operation. Odédphorectomy may, owing to the situation and relations 
of the ovary be an operation of considerable difficulty. 

Curative Treatment. There exist two methods of curative 
treatment for fibro-myomata, namely, “ hysterectomy,” abdominal 
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and vaginal, and ‘“ enucleation,’ where the tumour is removed and 
the uterus left to subserve its functions. This may be accomplished 
both by the abdominal and vaginal routes. A detailed account of 
the methods of abdominal and vaginal hysterectomy is furnished by 
the authors, of which the conclusions are given at the end of this 
paper. As they strongly advocate enucleation a more detailed 
account may be given of the technique. 

The vagina is disinfected, and the uterine cavity dilated and 
curetted, if required, the evening before operation. No special 
instrument is necessary, although a special spatula may be of service. 
The abdominal wall having been incised, an examination is made of 
the condition of the uterus and its appendages. The integrity of the 
uterine appendages is an indispensable condition, and it is further 
necessary to know exactly the number and situation of the fibroids 
and the position and condition of the uterus. This exploration is 
much easier if the uterus can be pulled out of the abdomen, but this 
last manceuvre is not indispensable and enucleation may be 
commenced with the uterus in situ. 

‘wo conditions may be present :— 

(1) The uterus forms a globular tumour, in the centre of which a 
harder body is felt more or less easily defined; sometimes only an 
enlarged uterine body is felt. The uterus is incised along the anterior 
wall as near as possible to the median “ avascular” line, just below 
the fundus. ‘The incision is deepened until the fibroid is seen. This 
incision should be large enough to permit easy exploration of the 
neoplasm, and is enlarged to allow the passage of the largest diameter 
of the tumour. The lps of the incision are separated, neither 
ligature nor forceps being necessary. With hooks and the spatula 
the fibroid is then easily extracted. If the fibroid is lateral the 
hysterotomy should be made as near as possible to the middle line, 
and the tumour attacked from within outwards. Securing the 
median situation of the uterine incision in the “ avascular” line, 
and attacking the tumour from within outwards, appear to be the 
important points in this method of operating. On these depend 
the simplicity and case of the operation, and they afford the best 
means of avoiding hemorrhage. 

(2) The intra-uterine tumours are multiple. Here the same 
principles are adopted, but the median “avascular” line of the 
normal uterus becomes lateral and sinuous. The fibroids are 
successively dealt with from within outwards, and as far as possible 
through the same median incision; even if there exist a fibroid of the 
posterior uterine wall it can be reached through the cavity. Where 
the tumours are far apart and are multiple, anterior or posterior 
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incisions are practised. The fibroids are successively enucleated 
without a single ligature being necessary. A simple tampon left 
during the operation as a rule suffices to arrest hemorrhage; where 
veins bleed the application of forceps is enough. 

After enucleation it might be imagined that a large cavity is left 
in the uterine parenchyma, but this is not so. The uterine muscle 
contracts and retracts, as in the Cesarean operation, and the loss of 
substance is of little importance. 

Except in the cases where a fibroid, partially interstitial and sub- 
peritoneal, is adherent to the serous surface of the uterus to a large 
extent, and where the serous covering is resected, the uterine shell 
is not touched, and the authors content themselves by obliterating any 
pocket which may exist. 

Sometimes the uterine cavity is opened either deliberately—as in 
reaching a fibroid in the posterior wall—or accidentally in 
enucleating a tumour partially submucous and adherent. Boursier 
has advocated the systematic opening of the cavity in order to curette 
the uterine mucosa. The authors consider this practice unnecessary, 
and to a certain extent dangerous, because it affords some chance, 
even if slight, of contaminating the wound. They, however, consider 
it an accident of little importance when care is taken to disinfect 
the vagina and dilate the uterus; besides which it is easy to pass a 
tube for drainage. 


The operation is different according to whether the uterine cavity 


is open or not. If not opened the operation is aseptic, but if 


opened there is always the chance of contamination, and it is 
necessary to drain the uterus. In cases where the operation has 
been very long, a gauze wick is placed in Douglas’s pouch. ‘The 
uterine wound is sutured in the same fashion in each. It will 
therefore only be necessary to indicate the principles :—namely, 
suture of the uterine parenchyma with buried catgut sutures as 
closely together as possible, and suture of the serous membrane 
with linen thread inserted with a round needle. If care be taken 
to obtain apposition and to avoid the mucous membrane, the sutures 
suffice to arrest hemorrhage. In some exceptional cases it is 
necessary to ligature one or two bleeding vessels. 

The authors insist on the importance of perfect hemostasis in 
preventing untoward results after operation. It is necessary to 
make sure that all bleeding is arrested before closing the abdomen, 
and in doubtful cases to drain. 

After a discussion of the indications and contra-indications, the 


authors conclude that enucleation is always applicable to small or 
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medium-sized fibroids not numerous and easily isolated, in women still 
far from the menopause, where the appendages are aseptic and the 
uterus not sclerotic. It may be adopted for fibroids of large size 
in women near the menopause, if the operation can be done easily. 

The objections urged against the operation are :— 

(1) That the uterus cannot afterwards fully carry out its func- 
tions. Subsequent examination can hardly indicate that an operation 
has been performed, and pregnancy and labour are both possible. 
Engstrém out of 180 cases noted 9 pregnancies. Two of the authors’ 
patients became pregnant. Zvibel gives the proportion of pregnancies 
as 5 per cent., and Témoin out of 109 operations has observed 5 
pregnancies terminating favourably. The menstrual functions are 
still maintained, which is of importance in young women. 

(2) That the fibroid is only part of a wide-spread malady in- 
volving and altering the entire uterus, and that when a fibroid is 
enucleated others continue to develop. This is a most serious 
objection, but such recurrence appears to be very rare. Ferendinos 
found 3 out of 290 cases. Out of 562 enucleations Zvibel gives the 
proportion as 0°75 per cent. Nedler (Thése de St. Petersburg, 
1903) gives a little larger proportion, viz., 3 per cent. The results 
must depend on the degree of care with which the fibroids have been 
enucleated, and the authors state that they have not yet had a 
recurrence, 

If a careful selection of cases be made, and all the fibroids be 
enucleated at the operation, the chances of recurrence must be 
reduced to a minimum. 


CONCLUSIONS. 


(1) Medical treatment of fibro-myomata of the uterus is purely 
symptomatic, and is only admissible when surgical treatment is 
temporarily or definitely contra-indicated. 

(2) Palliative operations have been less frequently indicated 
owing to the improved results of radical intervention: they should 
be reserved for special cases. Odphorectomy is no exception to 
this rule; but it is, in the authors’ opinion, of all palliative methods 
that which will remain longest in practice. 

(3) We are nearly in accord concerning the general indications 
for the curative treatment of fibro-myomata, and on the absolute 
contra-indications for such treatment. A careful study of the 
renal functions is necessary when albuminuria is present. Ansmia 
and septic infection are indications for rapid intervention, and so, 
frequently, are cardiac troubles. The importance to be attributed 
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to the menopause from the point of view of the opportuneness of 
operating is not always the same; it varies according to the case. 

(4) Conservative treatment should be considered as the treat- 
ment of choice for fibro-myomata. Enucleation should be preferred 
to hysterectomy, whenever possible. It will be reserved for young 
women, and for small or medium sized fibroids, few in number. 

(5) Vaginal enucleation should be reserved solely for fibroids 
projecting into the uterine cavity, and easily accessible by cervical 
incision. 

(6) Transvaginal enucleation is only indicated for small fibroids 
of the anterior or posterior uterine walls easily accessible after 
incising the corresponding cul-de-sac. 

(7) Abdominal enucleation should have, in the opinion of the 
authors, extended indications. The size of the fibroid is not 
by itself a contra-indication. It is not necessary to fear the 
extensive separation of the shell of the uterine muscle: the difficulty 
of suture depends more on the thinness of the walls of the pocket, 
than on its size. The localization of the tumour in the neighbour- 
hood of the tube or at the postero-lateral part of the cervix, 
necessitates certain precautions to render the enucleation free from 
danger. ‘The uterine incision should be made as far away as possi- 
ble from the principal uterine vessels. The number of the. fibroids 
cannot be determined. What is of importance is the close rela- 
tionship of the tumours. If several incisions have to be made very 
close to one another, great care must be taken in placing and tying 
sutures. Enucleation should not be attempted if multiple fibroids 
project under the uterine mucosa, and are extensively adherent to 
it. 

The relation of the fibroids to the uterine parenchyma is im- 
portant; fibrous indurations (histologically fibromata) which are 
continuous on all sides with the uterine parenchyma without line 
of demarcation, require total hysterectomy. If there be a sclero- 
fibrous induration of the entire organ, enucleation of the tumour 
must give place to sub-total hysterectomy. 

The state of the mucosa is to be considered, and it is indis- 
pensable in doubtful cases to curette the mucous membrane before 
operation, and to examine the fragments with the microscope. 
Total hysterectomy is indicated if there be any doubt. 

(8) The immediate results of abdominal enucleation are en- 
couraging. ‘The general mortality is about 2°75 per cent. The 
study of the after results shows that recurrences are very rare and 
that pregnancy often follows. 
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Cases of dystocia after the operation are too few to constitute a 
contra-indication. 

(9) Vaginal hysterectomy has only very limited indications. 
It should be had recourse to if, in the absence of all complications 
connected with the appendages, the fibroid uterus is small, movable, 
and easily accessible, the vagina large, and the vulva dilatable, and in 
the opinion of the authors, it should be preferred to abdominal 
hysterectomy if there exist well-marked adiposity of the abdominal 
walls. 

(10) Sub-total abdominal hysterectomy should be preferred in most 
cases to total hysterectomy. It is an easier, quicker, and less serious 
operation. Total hysterectomy is indicated when the cervix is diseased, 
when there exists any doubt as to the degeneration of a fibro-myoma, 
and when in the course of a sub-total hysterectomy there has been 
rupture of a collection of pus requiring free vaginal drainage. 

(11) The choice of the method of abdominal hysterectomy is a 
matter of indifference. It is regulated by the conditions found after 
opening the abdomen, and simple surgical good sense suffices to guide 
the operator, who will dislodge the fibroids out of the pelvis to 
prevent the pelvic manceuvres being blind or dangerous. The chief 
object is to reach at the side and by the easiest route the four 
principal vessels, and it is of little importance in what order they 
are secured. The accompanying lesions of the uterine appendages 
will be dealt with before, during, or after the hysterectomy, according 
to their situation, their adhesions, and their contents. 

(12) The conservation of the ovaries is debatable. It is well to 
leave them if the woman is young or neuropathic, or if the ovaries 
are healthy. 

(13) Certain positions of the fibro-myoma, malignant degenera- 
tion, infection, gangrene, the co-existence of an epithelial tumour of 
the body or neck of the uterus, and, lastly, intestinal obstruction 
which they may cause, are indications for particular operations that 
have been described. 

(14) The co-existence of a fibroid with pregnancy is not an 
indication for operation. If the tumour is not situated at the 
periphery of the zone of the uterus which dilates, it does not 
generally give rise to any accident. Those which have already 
caused a premature labour should be operated on by enucleation, if 
possible, and when the uterus is empty. Fibroids which occupy the 
lower uterine segment can be reached by vaginal enucleation, but 
often labour occurs normally in spite of their presence. However, it 
is desirable frequently to examine women who have such tumours, 
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and not to interfere during labour if there be any chance of a normal 
termination. If delivery is impossible, Cesarean section is indicated, 
and if there be a single fibroid its enucleation is to be preferred to 
immediate hysterectomy. In conclusion, the success of an operation 
does not justify in these circumstances its too early adoption, as 
facts prove the frequency of normal labour even in the case of large 
fibroids of the lower segment of the uterus. 


It would appear, from the experience of both French and German 
operators, that enucleation in a certain well-defined group of cases 
is an operation which merits a more extended trial. If, however, 
unsuitable cases be thus treated, it will only discredit an otherwise 
useful and valuable method of treatment. In a certain percentage 
of myomata this operation can be done with success, especially those 
examples where the tumour is single and can be easily 
shelled out. The great gain to the patient in the preservation of 
her menstrual functions, as well as the power to conceive, must not 
be overlooked. The ultimate decision will rest upon the results 
obtained from a careful record of after histories, special attention 
being given to the all-important question of recurrence, as well as 
the general condition of the patient. The greater the care exercised 
in freeing the uterus from myomatous nodules the less is the 
likelihood of a return of the growths. Still it is questionable if 
multiple growths are not an important contra-indication. As 
previously said, the most suitable cases are where the growth is single. 

The conclusions arrived at by Tuffier and Rouville concerning 
the treatment of fibroids during pregnancy are important. It cannot 
be too strongly urged that the co-existence of a fibroid with pregnancy 
is not always an indication for operation. The number of patients 
with uterine fibroids who pass successfully through pregnancy and 
labour is really most surprising. 

If the mucosa is unaffected and the position occupied by the 
fibroid will not cause obstruction to the passage of the fetus, preg- 
nancy and labour are uninterrupted. Although it cannot be denied 
that the ideal treatment of obstructed labour due to a myoma would 
be Cesarian section followed by enucleation of the tumour, yet 
experience teaches that the great majority of the tumours causing 
obstruction are so situated and of such a character as to render 
any attempt at enucleation hazardous, and for these hysterectomy 
is imperative. . 

There still appears to be considerable difference of opinion as to 
the method of abdominal hysterectomy which gives the best results; 

11 
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whether, in fact, a portion of the cervix should be retained or the 
complete operation (panhysterectomy) adopted. Martin laid stress 
on the inflammatory troubles in and around the stump, which have 
been observed by himself and others. But are these not due to 
defective technique? With careful asepsis and perfect hemostasis 
no such troubles arise, and it seems certain that many operators do 
not exercise sufficient care in arresting hemorrhage from the stump, 
before closing it over with peritoneum. There is, further, an advant- 
age claimed forthe retention of the cervix, that the general well-being 
of the patient is better, and a monthly loss of blood may persist for 
some time if one or both ovaries be also retained. The removal 
of the cervix is said to shorten the vagina, but the amount of 
shortening, if any, is very small. Sometimes a painful cicatrix 
may exist after panhysterectomy, but this, too, must be very rare. 

As to the greater rapidity and safety of the partial operation, 
much depends on the method adopted. If that advocated by Doyen 
be followed, the operation of panhysterectomy is safe and rapid. 

If, then, both operations can be done rapidly and safely, the 
question must be decided by a study of after histories. An im- 
portant contribution to this question has already been furnished by 
the writer’s colleague, Mr. Alban Doran; but there is still wanting an 
account of the after history of a large series of cases treated by 
panhysterectomy. Until this is forthcoming, the question must 
remain sub judice. Meanwhile, the results obtained when the cervix 
is retained and where the requisite care has been exercised in the 
conduct of the operation are so good that this method bids fair to 
hold the field. 

Another much debated question is the value of one or both ovaries 
or a portion of ovary after hysterectomy; and the opinion of Martin 
on this point is interesting. The prevailing view is that the 
retention of one or both ovaries, or even a portion of ovarian tissue, 
minimizes or even prevents the climacteric signs and symptoms 
which follow hysterectomy. But is this sc? No series of carefully- 
recorded cases is known to the writer upon which this opinion can be 
founded, and for this reason it would be well to have an investiga- 
tion to settle this all-important question. Moreover, there may be 
a disadvantage in leaving the ovaries, for the subsequent formation 
of cysts, necessitating a further operation, is far from uncommon. 

Considerable discussion followed the reading of these papers. 
When the reports of the meetings are published, further reference 
may be made to the work of the section. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


The Urine in Normal Pregnancy. 


Matuews (Frank 8.). American Journ. of the Med. Sciences, 
June, 1906. Vol. exxxvi. 


Tue author has examined the urine, on many occasions, of a hundred 
pregnant women, chiefly from the fourth to the eighth month of 
pregnancy. The average specific gravity was 1013—the highest 1018, 
the lowest 1006. From this it seems that the urine of the pregnant 
woman, normally and with greater constancy, has a specific gravity 
considerably lower than that of the non-pregnant. Later examina- 
tions showed that the lowering of specific gravity starts in the third 
month. There is also a diminution of the nitrogenous elimination. 
The urine of one hundred women was examined during the last 
month of pregnancy in the Sloane Maternity Hospital. The average 
amount of urea excreted was 250 grains. The author has found the 
elimination of two hundred grains not very unusual, and in two cases 
only seventy-five grains of urea were passed daily, upon a restricted 
diet, with no evidence of toxemia. The author thinks the diminution 
is due to retention of nitrogen to nourish the foetus, and perhaps on 
modification of diet. In those cases where the amount of urine 
passed was measured it was found that rather more was secreted than 
in non-pregnant women. The diminution in specific gravity depends 
on (1) the secretion of more urine than normal; (2) the elimination of 
less nitrogen than normal. 
Comyns BERKELEY. 


Researches on Syphilis of the Placenta. 


Watiich and Levapitr. Annales de Gynécol. et d’Obstét., 
February, 1906. 


Since the discovery of the spirocheta pallida by Shaudinn and 
Hoffmann in syphilitic lesions, attention has been turned to syphilis 
of the placenta, and the authors give an account of their researches 
in order to demonstrate the presence of the spirocheta in the 
placenta of suspected syphilitic mothers. 
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The authors’ methods consisted in the examination of smear 
preparations and mordaunting with nitrate of silver. Other 
workers in the same field are Paaschen, Menetner and Rubens- 
Duval. Paaschen showed preparations of syphilitic placenta at 
the Hamburg Medical Society containing these spirochete which 
have been confirmed since by Schaudinn. According to Menetner 
and Rubens-Duval the organism can only be found in the vessels 
and blood of the villi. Thirteen cases were carefully examined by 
the authors, who give a detailed result of their work with micro- 
scopic drawings. They conclude. finally that the spirochete are to 
be found mostly in the fcetal portions of the placenta, the various 
organs of the fetus showing them in large numbers. It is more 
difficult to demonstrate them in the maternal portion of the placenta. 
In the sections obtained by the authors the micro-organisms were 
found enclosed in the villi, and, moreover, their distribution was 
generally around the blood-vessels; thus resembling their position 
in the organs of those suffering from hereditary syphilis and in 
chancres. The organisms were never found in mere smear prepara- 
tions, but only in the specially stained sections. It is curious that 
in one case of the authors’ in which spirochetz were found in the 
placenta, and the foetus was manifestly syphilitic neither the father 
nor mother exhibited any definite specific lesions. Menetner and 
Rubens-Duval also record a similar case. The authors find from 
their researches that when the fetus exhibits definite syphilitic 
lesions spirochete nearly always exist in the placenta, but are 
absent when such fcetal lesions are not in evidence; consequently 
it is difficult to give merely on this point alone either a retrospec- 
tive diagnosis of parental syphilis or a prognosis upon the health 
of a child. 

Macroscopically, as pointed out by Pinard, syphilitic placente 
are almost invariably heavier than normal and may equal one-fifth 
or one-fourth of the weight of the child (the ordinary relation being 
as 1 to 6). This question of excessive placental weight is so insisted 
upon in Pinard’s “Service,” that the child in such cases is only 
allowed to be suckled by its own mother. Other points of note in 
syphilitic placente are notable overgrowth of the cotyledons, which 
are often separated by deep grooves, friability of substance, and a 
curious “sausage meat” appearance of the placenta on section. 
Microscopically, edema or hypertrophy of the mucoid tissue of the 
villi often occurs, frequently accompanied by the phenomenon of 
arteritis affecting all the coats of the vessels. 

C. Husert Roserts. 
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Renal Decapsulation and Nephrectomy in the Treatment of 
Eclampsia: Report by A. Pinard on a paper by Chambrelent 
and Pousson. 


Annales de Gynécol. et d’Obstét., April, 1906. 


Tue authors, after discussing the many theories of eclampsia, adopt 
that of blood intoxication by an unknown poison, and that, added to 


this, renal and hepatic lesions occur of a primary or secondary nature. 


In this way the main excretory organs are seriously or hopelessly 
damaged. The authors propose surgical interference only in grave 
cases, but, as Pinard puts it, it is only in those associated with anuria 
that the justifiability arises. At the same time ordinary medical 
treatment of eclampsia must not be neglected or set aside. 

The operation of decapsulation of the kidney is not a new one, as 
it has been several times performed by Edebohls, of New York, 
for acute nephritis, apart from pregnancy, and for eclampsia. 
Chambrelent and Pousson have gone a step further, and advise 
incision of the kidney substance also. They relate an interesting 
case of this nature in a primipara, of 21, who was attacked before 
labour with violent convulsions, which returned after forced 
delivery. Coma rapidly ensued, and was complete for 24 hours iv 
spite of all medical treatment. Decapsulation of both kidneys and 
right nephrotomy were then performed with good results. The 
secretion of urine returned, and the coma disappeared on the third 
day after. The patient recovered. A small portion of renal substance 
removed at the time of operation showed extensive evidences of acute 
parenchymatous nephritis. 

Commenting on this case, the authors are of opinion that the 
operation is of benefit in nephritic lesions, chiefly by diminishing the 
intra-renal tension, much in the same way as iridectomy does in 
acute glaucoma. Further, that by nephrotomy the free escape of 
blood during the operation is of great service, comparable to that 
of venesection. Intra-renal hypertension accompanying eclampsia 
leads to augmentation of the size of the kidney pressure on the 
delicate vessels and nerves, and, above all, reacts upon the complicated 
excretory epithelia. Lastly, nephrotomy is beneficial as regards the 
toxemia, tending to free the renal parenchyma of the poisons with 
which it is impregnated. 

Pinard, in commenting on these cases, remarks that his own 
experience of such operative treatment is small, consisting of three 
cases, but these recovered. Sippel warns us against any hasty 
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conclusions on the subject, but it seems that cases justifying surgical 
interference are those in which there is evidence of great intra-renal 
tension. Pinard himself would limit operation to those cases 
of eclampsia in which there is complete anuria. © 


C. Husert Roserts. 


Note on Three Cases of Symphyseotomy. 
Freux. Annales de Gynécol. et d’Obstét., March, 1906. 


THE author reports three interesting cases of this operation and 
gives his reasons for preference of this method over others. 

The first was a rickety dwarf who was only 1m. 25cm. in 
height. Her first pregnancy ended in abortion, the second went to 
term and the child was delivered by forceps, but its head was so 
injured that it died three months after. She again became preg- 
nant, and was admitted in labour with the head floating above the 
brim. Fieux made out the diamétre utile to be only 8cm., and the 
pelvis to be of the funnel type and generally contracted. The forceps 
was applied as soon as the cervix was fully dilated, but the head 
could not be got to engage. As the foetal heart beats became feeble 
it was decided to deliver at once by symphyseotomy. The sym- 
physis was separated 5cm., the forceps reapplied, and a live child 
delivered. The child weighed 3,210 grammes. There was a slight 
attack of uterine sapreemia on the 9th day for which curettage was 
practised. The patient did well, and left the hospital 28 days after 
the operation. 

The second case was that of a woman, ext. 23, who as a child 
had been treated for hip disease. This had ended in ankylosis, 
and the left leg was shortened and atrophied. She was admitted 
to the hospital at full time and in labour. The pelvis was very 
considerably deformed, being asymmetrically flattened and con- 
tracted. The child presented by the vertex. The forceps was applied, 
but failed to deliver. Symphyseotomy was then performed, and a 
living child weighing 3,440 grammes was easily delivered, the 
bi-parietal diameter being 10cm. The convalescence was good, 
and the patient left the hospital 27 days after the operation. 

The third patient was aged 29, and had had five previous preg- 
nancies, but all the children had been lost. The patient was very 
small of stature, measuring only 1m. 52cm., with a generally con- 
tracted and flattened pelvis. Diamétre utile, Tem. The head was 
high up and, as for a time the cervix failed to relax, Champetier de 
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Ribes’ bag was used. This or the manipulations necessary for the 
introduction detached a portion of the placenta, which was practically 
previa. Symphyseotomy was performed and a living child, weighing 
2kil. 900, rapidly delivered by version. The symphysis opened 
45cm. A very profuse retro-pubic hemorrhage then occurred, 
but was controlled by plugging. The bleeding seemed to come 
from large varicose veins in the region of the symphysis and 
nymphe. On removing the plugs, 24 hours after, the bleeding 
recurred, necessitating a fresh tamponnement. The case eventually 
did well. 

Fieux remarks upon the tendency of the present age to perform 
Cesarean section in all such cases, and that apparently symphyse- 
otomy has had its day. However, the author stoutly maintains 
that for certain cases of minor contraction, where the forceps fails, 
symphyseotomy is still an operation that should be performed. 
Further, as opposed to Cesarean section (with or without removal 
of the uterus), when sterilization is performed, symphyseotomy 
holds a high place, since it is a conservative operation par eacel- 


lence both for mother and child. 
C. Husert Roserts. 


The Gonococcus in the Puerperium, with report of seventeen 
cases. 


Stone (W. S.) and Macponatp (Exuice). Surgery, Gynecology and 
Obstetrics, February, 1906. 


Tue 17 cases reported on were collected from 172 cases of pregnancy 
in the Lying-in Hospital in New York. They were all primipare. 
The observations were made after labour had commenced, and were 
continued throughout the puerperium. When biscuit-shaped intra- 
cellular diplococci, of the morphology of the gonococcus and negative 
to Gram’s stain, were found gonorrhea was diagnosed. Other diplo- 
cocci were found corresponding to Bumm’s coccus, but it was possible 
to differentiate them from the gonococcus. It was found difficult to 
demonstrate the gonococcus until pus cells appeared in numbers in 
the lochia. In the early part of the puerperium the blood-cells 
obscured the smears, so that it was generally the 5th day or later 
before the gonococci could be detected. Vaginal smears were occa- 
sionally successful, but the best from which to obtain the organism 
was within the cervix, about the level of the internal os. Several 
unsuccessful efforts were made to cultivate the organism. In three 
instances there was overgrowth with other organisms; streptococci in 
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two cases; and the colon bacillus in one. In three cases intra-uterine 
cultures were quite negative, while gonococci were demonstrated by 
smears. 

The fever began on the labour-day in 3 cases, on the Ist, 2nd, 3rd, 
4th, 6th, 7th, and 13th day in one. One case was admitted with fever 
on the 6th day with streptococcus and gonococcus infection, and an- 
other on the 8th day with the same mixed infection. In the remaining 
5 cases the temperature did not reach 100°F. In four cases the 
maximum temperature was from 100° to 100°8°, in four from 101° to 
101°8°, in one from 102° to 102°8°, in two from 103° to 103°8°, and in 
one from 104° to 104°8°. There were three cases of mixed infection, 
and if these are eliminated, of the 14 cases of gonorrhea 9 showed 
rises of temperature. The fever was mild in 3, moderately severe in 
4, and severe in 2. It began in 3 on the labour-day, and in 5 
its onset was distributed over the first week, while in one it was as 
late as the 13th day. The average duration of the fever was 4'1 days. 
In 3 cases it lasted only one day, and in 2 nine days. The course was 
irregular, corresponding to sapremic or septic absorption tempera- 
tures. 

The 3 mixed infection cases all had temperatures above 100°. In 
the colon and gonococcus infection the temperature rose on the 6th 
day, and lasted 6 days, reaching 102° three times. The 2 cases of 
streptococcus and gonorrheal infection differed much in course. Gne 
had a mild course, the fever lasting only one day, while the other, 
after a premature delivery at 7 months, had a high temperature, and 
died of general peritonitis. 

Abdominal pain was present in 9 out of 17 cases; severe in 3, 
moderate in 2, and slight in 4. It was usually referred to the lower 
abdomen and was often spoken of as “cramps.” Rigidity was 
present in 7 cases, referred to one side when moderate, but to both 
sides when marked. 

In 3 of the cases premature labour occurred. In 1 there was 
streptococcus and gonococcus infection, which terminated in sup- 
purative salpingitis and general peritonitis. An operation was per- 
formed, but the patient died. This was the only fatal case. The 
2nd case had a vulvo-vaginal abscess, and had moderately severe 
constitutional symptoms during the puerperium with a temperature 
which rose to 102°. The 3rd was uneventful and made a good 
recovery. These were the only 3 interrupted pregnancies in the 172 
labours, and the authors consider that in cases of unexplained 
premature delivery gonorrhea should be considered as a probable 
cause. 
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The lochia remained unchanged in character during the early 
days, but by the 5th day became more and more purulent, and 
terminated in a number of cases in a profuse discharge. 


The examination of the placentz did not reveal much. Limited 
areas of placentitis were found in 2 out of 5 placente examined 
microscopically. In both cases the patients showed marked constitu- 
tional disturbance in the puerperium. The intra-uterine culture 
from one was negative, but from the other the colon bacillus was 
obtained. Smears from both showed gonococci. Enlarged adnexa 
were noticed in both, and both had marked rigidity. 


Of the babies, 14 were full-time, but one, which was admitted 
on the 8th day, was excluded from the summary. In one baby only 
was the temperature normal; in 3 it was irregular; its maximum 
being 99°8°; while in the other 9 the maximum varied between 
100° and 103°8°. The average weight of the babies at birth was 
3,107 grammes, and the average loss after 13 days was 402 grammes. 
In normal cases the preliminary weight-loss is usually regained in 
from 7 to 9 days, so the loss in these cases was very marked. Only 
one infant showed a gain of 200 grammes, and two others recovered 
the preliminary loss. The greatest loss was 1,075 and 900 grammes. 

Three of the infants had gonorrheal ophthalmia. Nine of 
them showed inflammation at birth, and all were treated prophyl- 
actically with nitrate of silver solution. Two full-term infants 
died, and one was taken away moribund after a loss of 900 grammes. 
If all the infants are considered, including the one which was ad- 
mitted on the 8th day and which recovered, 3 out of the 14 died 
(21-4 per cent.), and if the 3 cases of premature labour are included 
it gives a loss of 6 infants in 17 pregnancies (35°83 per cent.). 

The majority of the infants, all breast-fed, showed evidence of 
intestinal disturbances and progressive loss of weight. In two 
instances the children were transferred to non-infected women, 
and this was followed by rapid improvement. The authors were 
unable to explain the facts satisfactorily, but they suggest that a 
reasonable explanation may be found in the existence of gonococcus 
toxins. 

In the Vanderbilt clinic Stone has noted that of the gonorrheal 
patients, very few have been able to nurse their children for any 
length of time, and that the mortality among the infants has been 
much higher than among ordinary cases. 

The number of observations is too small for the writers to draw 
positive conclusions from them in regard to the children, but the 
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morbidity and mortality in the series of cases were so high that a 
relation between the disease in the mothers and the nutritional 
disturbance in the children was considered probable. 


Ropert JARDINE. 


A Plea for Operative Interference in Intracranial Hemorrhages 
in the Newborn. 


CarmicHaEL(E.Scorr). Scottish Med. and Surg. Journ., June, 1906. 
Vol. xviii. 
Tue first to draw attention to this group was Little, but it was left to 
Sarah M. Nutt, by means of pathological investigation some twenty 
years later on children who had been still-born, or who had died 
shortly after birth, to draw attention to the common occurrence of 
intra-cranial hemorrhage and its association with the clinical 
symptoms described by Little. The hemorrhage in these cases is 
meningeal in origin. It may occur on the surface of the brain or at 
its base. When on the surface it is generally bilateral, and is most 
considerable over the central region and towards the middle line. 
Hemorrhage at the base 1s generally in the posterior fossa beneath 
the tentorium cerebelli surrounding the pons and medulla. Basal 
hemorrhages are more liable to occur in vertex presentations, whilst 
internal extravasations occur in breech cases. When the hemorrhage 
is at the base, most of the children die at, or immediately after. 
birth, whilst the cortical hemorrhages, according to their extent, give 
rise in those children who survive to the varying degrees of spastic 
paralysis. The after treatment is so hopeless that it is to the 
obstetrician that we must turn for help, as it is he alone who can 
recognize the condition at a time when treatment is most likely to be 
efficacious. It is important therefore to consider the symptoms which 
betray a hemorrhage in those cases which survive parturition. First, 
there is the history of a protracted or difficult labour. When born 
the child presents more or less marked symptoms of asphyxia, and 
in a few hours there is evident difficulty in swallowing. One arm or 
leg is not moved, sometimes none of the limbs is moved: 
another frequent symptom is convulsion, often accompanied by 
persistent rigidity of the limbs and inversion of the thumbs. The 
convulsions when not fatal usually cease a week or two after birth. 
A most important sign is a bulging of the anterior fontanelle, which 
is often firm and non-pulsating. What, then, is to be the treatment 
in cases presenting such symptoms? If there is the least doubt, it is 





Current Literature: Obstetrics 175 


advisable to perform lumbar puncture, since hemorrhage in the 
brain can often be detected by the presence of blood in the cerebro- 
spinal fluid removed by such means. 

The operation consists in an osteoplastic resection of the skull 
to expose a large portion of one or both cerebral hemispheres, the 
washing away of all extravasated blood from the cerebral cortex, 
and the replacement of the osseous and soft tissues flat. 

The author lays stress upon the following points :— 


1. The importance of examining the skull and its contents in all 
dead-born children and in those who die shortly after labour with 
symptoms of asphyxia. 

2. Asphyxia is the most common exciting cause of hemorrhage. 


3. The advisability of lumbar-puncture in all cases of severe 
asphyxia, especially when the anterior fontanelle is bulging. 


4. The importance of early operation in all cases where symptoms 
persist for a few days, especially when fits are present. 


Comyns BERKELEY. 


Recurrent Attacks of Cyanosis in Infants 
Morrow (W.S.). Jontreal Med. Journ. Vol. xxxv., No. 2. 


Two instances of this curious condition have come under the author's 
notice. In both cases the infants were under one month old :— 

The first patient was born as a breech presentation, but no 
difficulty was experienced in the delivery of the after-coming head. 
From the first the child was rather blue, but respiration was 
satisfactorily established. Within a few hours the child became 
suddenly cyanosed, and respiration was so shallow as to be almost 
imperceptible. Physical examination of the heart showed nothing 
abnormal. Under artificial respiration the cyanosis rapidly passed off, 
and the child regained a healthy colour. Twelve subsequent attacks 
occurred, the last when the infant was twenty-six hours old, and 
were treated in the same way. Subsequently the child did well, and 
it is now five months old and perfectly healthy. 

The second patient was undersized, weighing only five pounds at 


birth. Its first attack of cyanosis, presenting exactly the same 


symptoms as the preceding, occurred on the twentieth day. On 
examination of the chest the only abnormality discovered was rather 
weak breath sounds. There were about twenty attacks of cyanosis, 
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of which five occurred during the last eight hours of life, and each 
attack usually lasted twenty minutes. No post mortem examination 
was obtained. 

The possibility of the cyanosis being due to a cerebral lesion, 
laryngismus stridulus, patent foramen ovale, or tongue swallowing 
is dismissed as an inadequate explanation. The author considers both 
these cases to be instances of congenital atelectasis, as described by 
Emmet Holt, and suggests the following theory:—If part of the 
lung is not opened up the remainder will tend to become over- 
distended as the chest walls expand. Such over-distension may 
reach a degree at which it will act as a stimulus to the inhibitory 
nerves of the respiratory centre, for it has been proved that over- 
distension of the lung is a powerful stimulus to these inhibitory 
fibres. As a consequence cessation of respiration and deep cyanosis 
will naturally ensue. 

The lines of treatment are obvious: every means should be 
employed to make the infant cry lustily after birth and during an 
attack artificial respiration must be persevered with. 


ABERNETHY WILLETT. 
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GYNAECOLOGY. 


Cystic Degeneration of the Ovaries following operations for 
Chronic Disease of the Uterine Appendages. 


Vautrin. Annales de Gynécol. et d’Obstét., February, 1906. 


Iv a lengthy paper the author devotes himself to a study of the 
various pathological changes that, he states, may result in remains 
of ovaries left after operations for salpingo-odphoritis. Of these he 
takes cystic degeneration to be one of great importance, and one 
which may sometimes take on a malignant type. Vautrin’s contribu- 
tion to our knowledge of chronic inflammation of the uterine 
appendages and their treatment is an important one, but it is rather 
an expression of personal opinion than a convincing array of clinical 
facts. The interest of the article is that up to the present we know 
little of the changes that may result in the remains of ovarian tissue 
left in the pelvis after operations for the removal of the uterine 
appendages for chronic disease. Vautrin claims that in some cases, 
though he does not say in what percentage, definite pathological 
changes ensue. It would be of great interest to know how often 
these changes occur, but in this matter Vautrin’s article is not 
convincing, nor does he produce any definite microscopical evidence 
in support of his arguments. This is certainly an issue of grave 
importance, for many cases of chronic pelvic inflammation get well 
even without operation, and the complete castration of a woman 
because her appendages are found diseased at the time of operation 
is surely a very severe proceeding. 

Vautrin’s paper further deals with a résumé of operations 
performed for such cases, 7.e., for chronic pelvic peritonitis due to 
diseased tubes and ovaries. He dismisses all vaginal operations 
(except perhaps posterior colpotomy in the drainage of pelvic abscess) 
as more or less useless and out of date, because of the difficulty of 
dealing with the diseased ovary and tube. Vaginal operations are 
declaimed on account of their difficult technique and the risks of 
injuring the viscera, and because portions of the ovary are left 
behind. This is, apparently, the chief point of insistence. Vaginal 
hysterectomy also for such cases the author deems an unsuitable 
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operation. He claims, further, that these operations fail to give 
permanent benefit to the patient, and in the end a radical operation 
often becomes necessary. Removal of the diseased tubes with 
conservation of the ovary (with or without the uterus) is, in Vautrin’s 
opinion, not a good operation except in certain cases. He regards 
the conservation of the uterus where the appendages are removed as 
useless, and, finally, from an operative point of view, upholds 
complete removal of the tubes, ovaries, and uterus by the 
abdominal route as the only proceeding of any value. Such a 
sweeping statement, without the production of clinical facts and 
trustworthy statistics, certainly needs careful consideration before it 
can be accepted. 

Turning again to the question of ovaries abandoned in the midst 
of pelvic exudations, we want to know in what proportion of cases 
such dangerous pathological degenerations really occur? Surely 
they must be very rare indeed; and because they occur in a few 
instances is this an argument for their removal in every case we 
operate on for chronic disease by abdominal section? As Vautrin 
points out, a certain amount of micro-cystic degeneration of the 
ovary is frequently found in such cases. Again, the ovary may be 
swollen, thickened and covered with adhesions, while in its pedicle 
and in the broad ligament, the arteries, veins and lymphatics are often 
enormously increased in size and number; but are these necessarily 
arguments for its removal? Vautrin considers that cysts of the 
ovary developing amid pelvic inflammatory exudations are more 
prone to contain epitheliomatous vegetations than ordinary ovarian 
tumours, and that such vegetations easily sprout through the cyst 
walls and lead to peritoneal infection. The evolution of ovarian 
tumours from remains of ovaries left in the pelvis in such cases may, 
according to the writer, take on either an abdominal or pelvic type, 
much the same as in the life history of uterine fibroids. The 
abdominal type ensues when the adhesions are extensible and permit 
of its upward growth. The pelvic variety follows when the adhesions 
are dense, and in such cases very serious results are said to result, 
as such cysts become hidden under the broad ligament and invade its 
folds, or may be truly sub-peritoneal and burrow beneath its folds, 
thus giving rise to most complex relationships and often to grave 
dangers in removal. Vautrin claims that the inclusion in the pelvis 
of cysts arising in ovaries abandoned in chronic pelvic exudations 
easily explain the symptomatic troubles observed in such patients— 
chronic pelvic pain, pressure on nerves, pressure on viscera, and 
cedema of the legs. Great stress is laid on ureteral pressure and the 
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resulting evil effects on the kidneys. A valuable part of the paper 
concerns itself with the more modern methods of dealing with such 
cysts, especially those burrowing beneath the pelvic peritoneum. 


C. Husert Roserts. 


A Contribution to the Knowledge of Dermoid Cysts of the Ovary. 
ScHOTTLANDER (J.). Archiv fiir Gyndkol., Band |xxviii., Heft 1. 


In this paper Schottlinder points out that although since Wilms’ 
publications, ten years ago, the knowledge of the structure of der- 
moid cysts and teratomata has been much improved, enough atten- 
tion has not as yet been bestowed upon the histology of the cyst wall 
and the remains of the ovary contained therein. While examining 
a dermoid cyst microscopically, Schottlinder found a curious and 
striking change in the cyst wall. This, in some places, seemed to 
be loosened into a honeycomb-like strcture. 

Kroemer and Pfannenstiel have described similar conditions, 
but do not believe them to be of any importance. Schottlinder 
consequently examined four cases of dermoid cyst of the ovary, and 
found this same condition of the wall in all of them, and describes 
it as follows :—In the wall of the dermoid cyst, especially in the re- 
maining portion of the ovary, are found cystic spaces of different 
shape and size, which are often lined or even filled with proliferating 
cells, amongst themepithelioid and giant cells. These spaces (which 
hitherto may have been mistaken for follicle cysts) originate in sim- 
ple cavernous dilatation of pre-existing lymph capillaries. These 
changes in the lymph-vessels are caused by inflammation in con- 
junction with the invasion of excretions from the dermoid cyst, 
especially sebaceous matter. 

Schottlinder distinguishes 5 varieties of these round or oval 
spaces : — 

1. Spaces lined with normal or congested epithelial cells. 

2. Spaces lined with endothelial syncytium and an occasional 
giant cell. 

3. Spaces lined with several complete rings of rosary-like epi- 
thelial elements. 

4. Small spaces wholly invested with epithelial and giant cells. 

5. Large spaces with a wall formed by connective tissue, and no 
other lining except an occasional clump of chromatin clinging to 
the wall. 
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In addition to syncytial processes mitoses were occasionally 
present in the elements of the wall. The nuclei often showed 
changes in shape, denoting direct amniotic segmentation. In opposi- 
tion to Kroemer, Schottlander never found connective tissue con- 
taining mucoid elements, but very often a layer of glassy, hyaline 
cells. Muscular fibres could not be detected. The destructive 
process in the wall shows a tendency to proliferation outside the cyst 
wall, forming freely-lying complexes of epithelial and giant cells 
in the neighbouring tissues. The hollow spaces were also found 
in the spur of the dermoid. The portion of the cyst wall in which 
these spaces are present is in a state of acute or chronic inflamma- 
tion. 

Taking into consideration the absence of muscular fibres in the 
hollow spaces, Schottlinder concludes that only the smallest lymph- 
vessels are implicated and have undergone the changes described 
above, viz., lymphangiectasis. In his third case, the dilatation 
of the lymphatics and the disappearance of the interstices had 
brought about the formation of a lymphangioma. 

Schottlinder recommends that in considering the origin of 
mixed cysts, the lymphogenic, as well as the endothelial genesis, 


should be considered. 
H. T. Hicks. 


Rectal Obstruction caused by a Calcified Uterine Myoma. 
Deutsche Zeitschrift fiir Chirurgie. Bd. lxxxi., Heft 5—6. 


AN unmarried woman, et. 70, had suffered for some years from 
partial obstruction, which had increased during the last four months. 
Rectal examination showed the presence of a hard, irregular growth 
in the pouch of Douglas fixed to the posterior uterine and vaginal 
walls. A diagnosis of rectal cancer was made. Laparotomy for 
relief of the obstruction revealed a stone-hard tumour, equal to the 
size of a fist, in the pouch of Douglas. This was easily separated 
from the atrophic uterus, with which it seemed to have little 
connection. Its irregular projections rendered its separation from 
the rectal and posterior vaginal walls difficult. Microscopically, it 
proved to be a markedly calcareous uterine myoma. Calcification 
occurs generally in subserous fibro-myomata, and rarely in other 
forms. When they become detached, as occurs not infrequently, 
they form the so-called “ Uterus-Steine.” 
E. Scorr CarmicHaEL. 
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Fibro-Cystic Tumours of the Uterus. 
Piquanp (G.). Revue de Chirurgie, 1906, Nos. 3 and 4. 


Four cases of these tumours are recorded in this paper. Two 
varieties are described, the mono-cystic (unilocular) and the poly- 
cystic (multilocular). They are generally subperitoneal in origin, 
rarely interstitial or submucous. The general characteristics as 
regards growth are much like those of the ordinary fibroid. The 
fluid contained in the cysts is often pure blood or sanguineous serum. 
They tend to form adhesions much more readily than other 
abdominal tumours, and not infrequently become adherent to the 
bladder. Histologically the cysts are of two varieties. In the one 
there is no epithelial lining, the wall of the cyst being formed by a 
thickened layer of fibro-muscular tissue. In the second variety, 
which is rare however, there is a lining of cylindrical epithelial cells 
resembling those of the uterine mucosa. Besides these two varieties 
it would seem that cysts also arise in the subperitoneal tissue 
between the peritoneum and the myoma. Several such cases have 
been recorded. Asregards the etiology of these cysts, the author dis- 
cusses the two theories most commonly held as to their origin. Those 
having an epithelial or endothelial lining are probably lymphatic in 
origin, due to a progressive dilatation of the lymphatic vessels, or they 
may result from the development of embryonic inclusions or from 
aberrant glandular diverticula originating in the uterine mucous 
membrane. According to Recklinghausen these adeno-myomata 
originate from remnants of the Wolffian body, while other authorities 
believe that they arise from the Miillerian ducts. Piquand believes 
them to be due to the proliferation of a diverticulum of uterine 
mucosa which has become isolated. As to the origin of those cysts in 
which there. is no epithelial lining, they may be the result of a local 
necrosis from obliteration of some of the blood-vessels, death of the 
corresponding area supplied taking place and forming a pseudo- 
cyst, or they may result from a collection of fluid formed by a general 
edema of the tumour, which has collected in one situation. This 
latter theory is supported by Piquand, who has examined several 
specimens showing the various stages of this collection of fluid at 
the expense of the fibrous tissue of the tumour. It may be brought 
about by a sarcomatous degeneration, in which the sarcoma cells 
compress the blood-vessels or lymphatics and bring about the 
collection of fluid. Clinically they grow rapidly, and often inter- 
mittently, and not infrequently with marked peritoneal phenomena. 


12 
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Pressure symptoms are often marked. They not infrequently 
suppurate. The prognosis is always grave, hemorrhages, pressure 
symptoms, suppuration, rupture of the cysts being of not infrequent 
occurrence, so that early removal is indicated. 


E. Scorr CARMICHAEL. 


Torsion of Fibroids during Pregnancy. 


LrepaGe and Movucnorre. Annales de Gynécol. et d’Obstét, 
February, 1906. 


Frsrorps during pregnancy as a rule seem to cause little trouble, or 
at all events rarely lead to complications necessitating their removal. 
Still there are exceptions to this rule sometimes on account of the 
size of the tumour, leading to serious disturbances of the peritoneum 
or compression of the ureters. Other risks may be the setting up 
of painful uterine contractions ending in expulsion of the ovum, 
torsion of the pedicle, and even gangrenous changes in the fibroid 
itself. The authors discuss the possibilities of such changes during 
pregnancy, and in addition to reporting cases of their own have col- 
lected others in which torsion of the pedicle of a fibroid during preg- 
nancy has necessitated operative interference. In one case the abdomen 
was opened on account of a tumour which was causing intense 
pain during pregnancy, the diagnosis being either a dermoid or 
fibroid with a twisted pedicle. At the operation it was found that 
a fibroid had caused torsion of the pregnant uterus itself. True 
torsion of a fibroid was exhibited in another of the authors’ cases, 
in which a woman suffered from crises of pain followed by periods 
of comparative comfort. A large tumour was made out apart from 
the uterus. The diagnosis was not certain before operation, but on 
opening the abdomen a fibroid with a twisted pedicle was found 
growing from the right cornu of the uterus. In a case reported by 
Cappie, abortion was induced on account of a uterine tumour. The 
woman died, and at the autopsy a fibroid was found with a twisted 
pedicle. Maygrier reports another case, but here again the diagnosis 
was uncertain. Intense pain in the right side of the abdomen led 
to the diagnosis of appendicitis. Operation proved the condition to 
be a twisted fibroid. The patient did well, and the pregnancy 
continued. Ribemont-Dessaignes and Grosse reported a case, in 1904, 
of a pedunculated fibroid complicating pregnancy at the fourth 
month. Symptoms of torsion of the pedicle set in, and the tumour 
was removed. The uterus was not interfered with, and pregnancy 
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went to term. Routier operated on a case in which the diagnosis of 
twisted ovarian fibroid was made. A fibroid was found with a 
twisted pedicle attached to the right cornu and rotated from left to 
right (in the direction of the hands of a watch). The case did badly, 
being followed by premature labour. Both mother and child died. 
Lepage gives details of two other cases; in the first, pregnancy was 
complicated with a tumour, and the patient suffered from recurrent 
attacks of pain. The case went to term and the patient was de- 
livered naturally. On examination after the puerperium a large 
fibroid could distinctly be felt attached to the right side of the 
uterus. The patient was kept in bed during the greater 
part of the pregnancy, but several times threatened to abort. 
The patient in second case suffered intense pain from a 
tumour which could be felt distinct from the uterus, and which 
became more prominent during a uterine contraction. The tumour 
was removed by abdominal section at the eighth month by Ricard, 
and the pregnancy went to term. Carefully reported cases of this 
kind must be of interest, and, as the authors remark, there is not a 
large number on record. At present no definite rules can be laid 
down with regard to fibroids and pregnancy. With regard to 
ovarian tumours and pregnancy, all are agreed that removal is 
indicated. In many cases the diagnosis of fibroids must be uncertain, 
as in those already quoted, and one can only be guided by the 
condition and relation of the tumour, its evident connection with the 
uterus, and the acute and recurring crises of pain. Most of the cases 
observed have occurred between the second and sixth month of 
pregnancy, and it is also noteworthy that in the cases operated on 
the fibroid when twisted has not been of great volume. In this way 
twisted fibroids resemble ovarian tumours, small cysts being more 
liable to twists than large ones. Length of pedicle, on the other 
hand, seems to make little difference; in fact, in some cases it was 
noted as very short and thick. Twisting of the fibroid in some 
instances has also caused considerable torsion of the pregnant uterus, 
in itself a serious condition. In several cases the tumour has been 
noted as growing from the right side of the uterus, and the torsion to 
have taken place in the same direction as the hands of a watch 
(from left to right). Twisting of the pedicle of a fibroid seems to 
occur more often in primigravide than multipare in the proportion 
of 8:3, and such primigravide have not been young. As regards the 
operative technique, conservative myomectomy should be performed. 
Hemorrhage is often severe, but can be controlled by deep and 
superficial sutures. If the bleeding cannot be controlled hysterectomy 
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may be necessary. During an operation for removal of a twisted 
fibroid great care must be taken to disturb the uterus as little as 
possible, and after the operation morphia is of great use in the 
prevention of expulsive uterine contractions. 


C. Husert Roserts. 


My Procedure for Retrodisplacements of the Uterus. 
Tcrrier (Tu.). Surgery Gynecology and Obstetrics, February, 1906. 


Ix women who are liable to bear children the author does not employ 
hysteropexy, but stitches the round ligaments to the parietal 
peritoneum in such a way as to correct the displacement, but not to 
interfere with the abdominal evolution of the uterine cornua. 
After the abdomen is opened the uterus is replaced, and the adnexa 
freed from adhesions. With the patient in the Trendelenburg 
position catgut ligatures are passed beneath each round ligament. 
one about a centimetre from the horn of the uterus, and two others 
about two centimetres apart. The exact position on the abdominal 
wall which will correspond with a perfect reduction of the displace- 
ment is then determined, and the ligaments are fixed there in the 
following manner:—The parietal peritoneum is separated from the 
deep aponeurosis to the extent of two or three finger-breadths, and a 
needle is passed through the peritoneum to bring the ligatures out 
between the peritoneum and the aponeurosis. When the ligatures 
are tied the round ligaments are attached to the peritoneum at each 
side. The uterus remains free, but the round ligaments become 
attached to the peritoneum and retain it in position. The abdominal 
incision is closed in the usual way, and the vagina is tamponed so as 
to keep the uterus up and prevent dragging on the ligatures. The 
patients are kept in the dorsal position for from 18 to 20 days. 
'Tuffier has employed this method in more than 100 cases with good 
results. Three of the women have gone through pregnancy and 
labour without any trouble. The author has also done the same 
operation in certain cases of prolapsus, using five instead of three 
ligatures. 
—_——- Rosert JARDINE. 
On a New Method of Uterine Ventrofixation. 
G. A. Casauis. T'ransvaal Med. Jour., March, 1906. 

Tris author has added yet another method of ventro-fixation to 
the already long list of surgical proceedings for the cure of retro- 
deviated and prolapsed uteri. His paper is well written and 
interesting, whilst his new operative technique is genious. 
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The abdomen is opened in the usual way and the uterus brought 
upwards. The skin having been retracted, a spot on the aponeurosis 
just outside the rectus sheath is selected and a pair of hemostatic 
forceps is pushed through the parietes, including the peritoneum, 
until they protrude in the cavity. The round ligament on that side 
is then seized as close to the uterus as possible and pulled as a loop 
through the fascia. The same technique is then repeated on the 
opposite side and the abdominal wound closed in three layers. A 
special silkworm gut suture passed from the skin is made to include 
the two loops of the round ligaments, as an additional safeguard. 
This suture is removed on the twelfth day. 

The author records 46 cases so treated, 39 of which were entirely 
successful, and he claims that by this method satisfactory fixation 
is obtained with out embarrassment to micturition or parturition. 
Atrophied round ligaments contra-indicate this method. 


Victor Bonney. 


Imperforate Hymen: Hzematometra: Hzmatocolpos: Retained 
Blood all removed at operation. 


Hovuzet. Archives Provinciales de Chirurg., March, 1906. 


Tue dangers associated with retention of blood in the upper part of 
the genital tract in consequence of atresia are well known. According 
to most living teachers an incision should be made through the 
obstructing septum and the pent-up blood allowed to flow away 
slowly. Houzel believes that in these days of aseptic surgery the 
correct treatment is to remove the blood at one sitting, and he reports 
a case where this practice was followed by the best results. When 
the blood is allowed to escape slowly after incision of the septum the 
danger of septic infection from without, before it can all escape, 
must be taken into account. Ifouzel doubts that there is really much 
risk of regurgitation of blood if the uterus be allowed to empty itself 
suddenly. The other complication, so often alluded to, tearing open 
of a hemato-salpinx by dragging of abdominal adhesions when the 
retained blood escapes from the tube and uterus, appears almost 
imaginary. The evidence seems faulty, based on Gosselin’s case, 
where there certainly were omental adhesions to the tubes, and where 
no doubt the tubes were torn. But death was hardly due to “ these 
lacerations,” as Gosselin calls them. Housel cannot believe that the 
patient died either of intra-peritoneal hemorrhage from the torn 
tubes or from sepsis due to infected blood escaping out of the tubes. 
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The blood was probably free from sepsis until it left the tubes, but 
then became a cultivating medium for intestinal germs as it lay in 
the peritoneal cavity. 

[This question of retained blood and its possible infection from 
intestine, adherent or not adherent to a hemato-salpinx due to 
atresia, was fully discussed by Zweifel at the November meeting of 
the Obstetrical Society of Leipzig, after the reading of a monograph 
by Veit on Gynatresie. See Zentralbl. f. Gynik., No. 20, 1906, 
pp- 582-5. ] 

Houzel’s patient was an ill-developed girl, aged 15, subject for 
eighteen months to characteristic attacks of severe abdominal pain 
at intervals of four or five weeks. On inspection, a tumour like a 
pregnant uterus was seen extending up to the umbilicus in the 
middle line. A vascular membrane obstructed the vulval orifice 
immediately above the lesser labia; its relations showed it to be a 
genuine imperforate hymen. It bulged between the labia majora 
when the patient cried. Houzel incised it, and a quantity of black 
blood escaped in a strong jet. Altogether over 2} pints came away, 
the abdominal tumour collapsing as the blood escaped. The hymen 
was entirely excised. The big pouch left when the fluid had all 
come away was found to be the united uterine and vaginal cavities 
without any visible or tangible line of demarcation. It was freely 
washed out with oxygenated water, and packed lightly with sterilized 
gauze. The vulva was covered with an aseptic compress. At the 
end of forty-eight hours the gauze was removed, and oxygenated 
water was injected daily. The patient was discharged from hospital 
on the eighth day; at that date the cervix was beginning to develop, 
and the fundus uteri was quite definable, feeling as though the 
patient had been delivered of a child a few days previously. 


ALBAN Doran. 


Two Cases of Stricture of the Ureter: Two Cases of Hydro- 
nephrotic Renal Pelvis successfully treated by Plication. 


Ketrty (Howarp). Bulletin Johns Hopkins Hospital, June, 1906. 
Vol. xvii. 
Tue first case Dr. Kelly mentions concerns a woman who had had a 
child nine years previously, after a difficult instrumental labour with 
laceration of tissues. For six months previous to treatment she had 
complained of abdominal pain and tenderness in the right side, and 
there had been a rise in temperature. On vaginal examination the 
uterus was retroflexed, and in the right cul-de-sac was a tender, fixed 
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swelling equal to the size of an egg. The abdomen was opened, the 
appendix removed and the uterus suspended. The operation did no 
good, and later a vesical examination was made, and stricture of the 
right vesical orifice was discovered, affecting only its mucous surface. 
Dr. Kelly, with a long pair of vesical scissors, slit the orifice, and 
the patient was discharged well after ten weeks. 

The second case of stricture of the ureter occurred in a man, 
aged 42, who had had repeated attacks of pain in the left side, 
preventing him from working. Nothing being found on examination 
of the urine or by physical examination the left kidney was exposed 
and a hydronephrosis found, due to a stricture 2 cm. below the pelvis 
of the kidney. The pelvis of the kidney was incised and the stricture 
dilated with metal catheters. The wound in the pelvis was closed 
with fine silk, and the patient made a complete recovery. 

The patient in the third case was 48 years of age. She had had 
two children. For the past six years she had had at irregular 
intervals very severe stabbing pains in the right lumbar region 
associated with the development of a sensitive tumour, equal to the 
size of an orange. Disappearance of the tumour was followed by an 
increase in the amount of urine. The patient was placed in the 
knee-breast position, the right ureter was catheterized and 135 c.c. of 
a boracic aniline solution were injected. This causing the same pains 
as she complained of the diagnosis was certain. On exposing the 
kidney the pelvis was seen to be equal to the size of an after-dinner 
coffee-cup. The ureter was attached to the side of the pelvis. The 
fatty capsule was separated from the posterior part of the renal 
pelvis, and then cut away from the upper to the lower end of the 
pelvis, the remaining portion being used to sew the capsule together 
so as to constrict the pelvis by passing two silk matress sutures and 
one interrupted suture through the margin of the kidney on one side 
and out at the fibrous tissue of the fatty capsule on the other, so that 
the pelvis was constricted, as in lacing up a corset. The kidney was 
then suspended by a silk suture around the last rib and by two others 
to the quadratus muscle. Six weeks later the kidney was injected 
and found to hold only 18 ¢.c. 

The remaining case of plication of the pelvis of the kidney was 
in a woman, aged 31, who had had one child after a severe labour. 
During the fifth month of pregnancy severe pain in the right side 
was followed by the discharge of large amounts of pus and albumen 
in the urine. Dr. Kelly performed the following operation :—-(1) 
Dilatation and curettage for menorrhagia; (2) restoration of the 


broken-down vaginal outlet ; (3) removal of the vermiform appendix; 












188 Journal of Obstetrics and Gynecology 





(4) removal of an inflamed and adherent right ovary and tube; (5) 
shortening of the round ligaments; (6) plication and fixation of the 
right kidney; (7) plication and fixation of the left kidney. The 
patient made a slow convalescence, and left the hospital in ten weeks. 


Comyns BERKELEY, 


On the Physiological Action of Hydrastis Canadensis and of 
Ergotin upon the Organs of Circulation and the Uterine Muscle. 






FELuNER (L.). Archiv fiir Gyndkol. Band lxxviii., Heft 3. 




























FELLNER, in 1885, published a series of experiments on animals, 
made in conjunction with Professor von Basch, testing the 
action of various preparations of hydrastis canadensis upon 
the heart, the circulatory system, and the uterus. It was found 
that hydrastis in turns stimulates and relaxes the vascular muscles 
and the muscles of the heart and uterus. Its action is chiefly central, 
but it also persists after division of the cervical portion of the spinal 
cord. The contractions of the uterus are not of a tetanic character; 
they increase and decrease. gradually, and are followed by lengthy 
pauses of flaccidity, or the contractions may rise and fall acutely with 
an aftercoming period of relaxation. The whole uterus, or only part 
of it, may be implicated, and will appear injected and pale in turns. 
Simultaneously with the contractions and relaxations, but without 
any regular ratio between the two, Fellner noticed an increase and 
decrease of blood-pressure. He therefore concluded that the uterine 
muscle is directly acted upon by hydrastis and not by an intervening 
vascular contraction and the consequent anemia. 

In 1897 Fellner published the results of another series of experi- 
ments made with ergotine and hydrastine, both drugs being adminis- 
tered subcutaneously. The ergotine used was bis depuratum. 

The action of hydrastis on the circular muscles of the cervix and 
the longitudinal muscles of the uterus was registered by myographic 
forceps. Fellner found that the primary action of hydrastis consists 
in a stimulation of uterine contraction, the secondary in a decrease 
in the tone of the uterine muscle. In addition it was clearly shown 
that the uterine contractions are independent of the action of 
hydrastis on the blood-vessels, occurring both during rise and fall 
of blood-pressure. Ergotine acts in a similar manner, but the 
contractions created by ergotine are mostly of a tetanic character, 
following rapidly upon one another, thus making the intermediate 
pauses much shorter, but when hydrastis was substituted for ergotine 
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it modified the action of ergotine, increasing the pauses and relaxing 
the powerful tonic contractions. If several ergotine injections had 
been administered previously the tetanic character of the contractions 
soon returned, but repeated doses of hydrastis effectually established 
a regular rhythm of contraction and relaxation. When the drugs 
were reversed the aftercoming ergotine prolonged the contractions 
and shortened the pauses. Curiously, however, an extremely flaccid 
uterus will react to hydrastis, when no contractions can be obtained 
with ergotine, although this drug may still stimulate the blood-vessels. 

As to the practical value of his experiments, Fellner concludes 
that the modifying influence of hydrastis upon ergotine may be of 
great value in obstetric practice. The enormous increase in the 
intra-uterine pressure following ergotine injections which persists 
even during what should be the pauses between the pains, and thus 
robs the apparatus of an important factor in expelling the fetus, 
might be obviated by a careful combined administration of ergotine 
and hydrastis. 

H. T. Hicks. 
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Meeting held June 6th, 1906, Dr. Dakin, President, in the Chair. 
Dr. Herman read a paper on 


A Case sHowine (a) Urertne Contraction witHout Retraction, (}) 
Protoncep HicH TEMPERATURE OF NERVOUS ORIGIN. 


























The author relates a case of premature labour in which the advance 
of the child was arrested for more than twenty-four hours, although the 
uterus was regularly contracting, the passages fully dilated, the child 
small, and the pelvis of ample size, the cause of the arrest being, in the 
author’s judgment, absence of uterine retraction. He thinks the case 
important as exemplifying the difference between contraction and retrac- 
tion of the uterus. 

Delivery was followed by high temperature lasting more than a fort- 
night, without physical signs of disease, without emaciation or enfeeble- 
ment, and, therefore, the author believes, entirely of nervous origin. As 
such prolonged high temperature of nervous origin is rare, the author 
has collected, and quotes some similar cases recorded by others. 

Dr. WituiamMson found himself unable to accept Dr. Herman’s ex- 
planation of delay in delivery. Dr. Herman had asserted that retraction 
was absent, but this statement took the form of an ez cathedrda state- 
ment and rested upon no scientific proof. He criticized the definitions 
of uterine retraction that were given by Galabin, Dakin, and Pajot, and 
pronounced them unsatisfactory. He considered that even during 
the first stage of labour contraction and retraction go hand-in-hand, 
and thought this was shown by the study of frozen sections made on bodies 
of women dying in the first stage of labour. He believed retraction to 
be essential for the dilatation of the cervix. If this view were correct, 
Dr. Herman was not justified in describing this as a case in which 
retraction was absent. The mere fact that the cervix was fully dilated 
was proof that retraction had occurred. 

Dr. Lewers said he did not think that the author had made out his 
contention that the temperature in the case was of nervous origin. Here 
was a puerperal case in which there were repeated rigors and high tem- 
perature for a considerable period. The labour had not been uncom- 
plicated as the placenta had had to be removed by the hand. It had to 
be remembered that it was not always possible to make the hands abso- 
lutely sterile. In his opinion a case presenting the clinical features 
described was one of uterine phlebitis. He had been taught many years 
ayo to recognise such cases by his old teacher, Sir John Williams, and 
had seen several such cases in consultation subsequently. The char- 
acteristic points were absence of physical signs, continued high tempera- 
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ture and rigors. In some of these cases the diagnosis was sul ently 
‘onfirmed by the phlebitis spreading to the main vein and causing 
swelling of the corresponding leg. Many of the patients were in very 
good condition between the rigors, not feeling very ill, and with a fairly 
good appetite. A fair proportion of these cases recovered completely. 

Dr. Grirrita agreed with Dr. Williamson in his remarks in regard 
to Dr. Herman’s paper. Dr. Griffith had taught for some years that 
retraction was a function of all living muscles whereby a long muscle 
is enabled to adapt itself to its required length after contraction or 
elongation, and a hollow muscle to its contents by a state of gentle con- 
traction with a minimum of muscle fatigue, ready for further contrac- 
tion or expansion. He was of opinion that the delay in the birth of the 
child reported by Dr. Herman was rather due to the absence of efficient 
contraction than to the absence of retraction, as suggested by him. 

Dr. Horrocks said that in the Journal of Obstetrics, &c., January, 
1902, he had gone fully into the question of retraction of the uterus, 
and had there defined it as “Contraction followed by relaxation (that is 
the passing off of the active contraction), but not by extension.” In that 
paper and elsewhere he had shown that all the muscles in the body had 
opponents which were themselves mostly, though not always, also muscles. 
For example, the biceps had as its opponent the triceps. Moreover, 
as far as he knew, no muscular fibre in the body, whether voluntary. or 
involuntary, striped or unstriped, was capable, after being shortened by 
contraction, of lengthening itself again to its former state. This had 
to be done by an opponent. Now during pregnancy the uterus contracts 
without the woman being aware of it, as these contractions are painless. 
During such a contraction the pressure within the amnion was increased 
and when the active contraction passed off this increased pressure was 
brought into play to extend the uterine wall to its former state. It 
played the réle of an opponent, and there was no retraction. In labour, 
however, the membranes began to open up the cervical canal, and each 
uterine contraction was followed by imperfect extension and so by slight 
thickening (retraction). 

Dr. AmManp RovutH asked whether the caput succedaneum had been 
present, and whether a retraction (Bandl’s) ring had been observed 
during version. He gave instances of cases where rigors and hyper- 
pyrexia had occurred without obvious cause, some no doubt of nervous 
origin, but others due to uterine phlebitis. 

Dr. Boxati said that he considered retraction was at least nearly 
related to tone. He could quite believe it possible that in some circum- 
stances retraction might be absent when contractions were taking place. 
He had observed that in cases where the uterus is firmly retracted im- 
mediately after the completion of labour, 12 or 14 hours later the uterus 
is less firm and more bulky, showing that contraction was not persistent. 
He had seen several cases of acute septic infection in which the stress 
of the poison fell mainly on the blood-vaseular system without local 
manifestations and in which the patients complained of little or nothing. 

Dr. Herman replied. 

Dr. W. H. B. Brook (of Lincoln) read a short communication on 
Three Cases of Glycosuria in Pregnancy. 

In the first case 25 per cent. of glucose and a small amount of lactose 
were found in the urine at the fifth month of the second preguaney. tn 
the other two cases 10 grains of sugar to the ounce and L2 grains of sugar 


to the ounce respectively were found in the urine at the sixth month. 
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The second case was that of a woman pregnant for the third time. The 
patients all went to full term, and the sugar persisted in the urine up 
to the time of confinement. In all three cases after the puerperium the 
sugar disappeared from the urine. All these patients were put on an 
anti-diabetic diet, and as regards medical treatment, aspirin, salicylate 
of soda, codeia, with an occasional dose of pil. hydrarg., were the drugs 
employed. The author referred to a paper that was read before the 
Society in 1882, by Dr. Matthews Duncan. 

Dr. CuaMpneys said that diabetes in pregnancy was different from 
the slight glycosuria which had been called ‘“ Resorption Diabetes,” which 
was due to re-absorption of sugar of milk from the breasts. Diabetes 
in pregnancy sometimes ran a perfectly harmless course and sometimes 
was rapidly fatal. The difficulty really lay in the prognosis, and he 
knew of no satisfactory method of formulating one at present. 

Dr. FarrBarrn referred to a case which he had seen lately in a patient 
63 months pregnant. The sugar was proved to be glucose and not lactose 
by the phenyl-hydrazine and fermentation tests and by the polarimeter. 
The amount of the urine was not increased and the specific gravity was 
only slightly raised. He quite agreed that this slight glycosuria in preg- 
hant women was something quite distinct from true diabetes. The small 
amount of glucose passed and the absence of the other symptoms of dia- 
betes put cases of this kind into an entirely different category. 

Dr. GrirritH referred to a case of diabetes which he had had an 
opportunity of watching for some years. The patient became pregnant 
two years ago and passed through her pregnancy and labour without any 
evidence of danger. He considered this case was intermediate between 
the cases of temporary glycosuria reported by Dr. Brook and the very 
serious cases reported by Dr. Matthews Duncan. 

Dr. Broox replied. 


SPECIMENS. 


Mr. H. T. Hicks showed a specimen of Primary Carcinoma of the body 
of the Uterus, with secondary growths in both ovaries. 

Dr. Hami.ton Beit read the after-history of a case of Fibro-myoma 
undergoing sarcomatous degeneration. 

Mr. Doveias Drew showed a specimen of Cancer of the Uterus asso- 
ciated with Pregnancy, which he had removed by abdominal pan- 
hysterectomy. 


Meeting held on July 4th, 1906, Dr. Daxtn, President, in the Chair. 


Miss Louise McItroy, M.D., read an abstract of a paper* (followed by 
a demonstration) on 


Primary CANCER OF THE Ovary. 


Conclusions from the clinical standpoint. 

Primary cancer of the ovary occurs in women about the time of the 
menopause or after, but is found in young patients; in the latter cases 
menstruation is influenced, cessation of the periods occurring. 


* The paper will be published in full in a later number of the JouRNAL. 
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Previous child-bearing has no influence. Pain is not a marked symp- 
tom, patients seeking operation on account of the swelling of the abdomen. 
Ascites is present in most cases. Metastasis depends upon the duration 
of the disease and the integrity of the tumour capsule. The probability 
of recurrence is great. Malignancy is rarely suspected previous to the 
operation. 


From pathological investigations. 


Both ovaries are frequently affected, one showing a more advanced 
stage of the disease than the other. 

In an early stage the capsule is firm, later on it becomes broken down 
and the tumour tissue proliferates through it. Germinal epithelium is 
absent as a rule. No Graafian follicles or corpora lutea are found. 

Previous benign change in the ovary is always present. The most 
common forms of cancer in the ovary are the glandular cystic form and 
the alveolar with connective tissue increase. 

The growth is found near the surface and in the folds in early speci- 
mens. The origin of the growth is from the follicle cells, and from cells 
which have ben derived from the germ epithelium. 

The so-called ova of the German pathologists are masses of degenerated 
protoplasm, they are retrogressive products of the follicle cells. 

Karyokinesis is not well marked in these cancer-cell tumours. 

The cells found in cancer of the ovary resemble those found in benign 
growths, but differ in their distribution, irregular arrangement, and 
the amount of proliferation. 


Dr. Even said that on two points at any rate the author appeared to 
have made an important contribution to our knowledge. One point was 
that she had traced the invasion of the ovarian stroma by cells derived 
from malignant changes in the germ epithelium. The second was that 
she believed she had traced the transition stages by which the epithelial 
cells of a benign cyst became transformed into the malignant cells of an 
adeno-carcinoma. 


Dr. RusseLL ANDREWS congratulated Miss McIlroy on the excellent 
demonstration that she had given, and asked her whether her researches 
had led her to agree with the teaching of some German writers that many 
adenomatous or pseudo-mucinous ovarian cysts which appeared to be 
perfectly innocent to the naked eye proved to be malignant on micro- 
scopical examination. If this teaching is accepted it becomes our duty 
to remove all adenomatous ovarian tumours whole, without diminishing 
their size by tapping, however large they may be. 

Dr. Farrpairn said there was one point in the paper which he had not 
been able to follow, and that was the statement that the carcinomatous 
tumours in all cases followed on a previously benign growth. The proof 
of this was far from complete, and as he understood was based on obser- 
vation of histological changes in different parts of the tumour, in other 
words, on tracing the transition of a regular goblet-celled epithelium 
into an irregular epithelial growth of carcinomatous cells. 

Dr. Wi.iaMson said that from his own observations he could confirm 
two of the conclusions the author had arrived at. The first was with 
regard to the development of the cells of the membrana granulosa, and 
the second was the recognition of the part played by later downgrowths 
of the germinal epithelium in the genesis of ovarian tumours. 

Dr. May Tuorne did not consider that pain was such a very rare 
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symptom in the earlier stage of carcinoma of the ovary, and quoted a 


case of her own in which acute pain was the first thing which attracted 
attention. 


Miss McIiroy replied. 


A short communication was read by Dr. Nepean LONGRIDGE on 
Sixty-rour Cases or Conrracrep PELvIs. 

These cases were treated during 1905 at Queen Charlotte’s Hospital. 
The system of admission is arranged so that it is possible to recognise 
and treat if necessary the cases of contracted pelvis at an early date. 
The results in these cases were satisfactory as regards the mothers, no 
death or serious complication being noted. Eight infants died, three 
of which were suffering from some abnormality incompatible with life. 
A special feature of this series is a group of 14 cases in which labour 
was unaided and spontaneous, the most remarkable case being a primi- 
para who gave birth to a living child weighing 5 lbs. 12 ozs. through a 
true conjugate of 2fins. in 10 hours. Nine of these cases were primi- 
pare and five multipare. Two infants were born dead, one being 
macerated and one hydrocephalic. Labour was induced by bougies in 17 
multipare and 6 primipare. The date of induction was determined by 
estimating the relative size of the head and the pelvis. Delivery was 
unaided in 17 cases, five were delivered by forceps and one by version. 
The mothers all made a good recovery, and one infant was born dead. 
A second child died on the third day with an imperforate anus. The 
time which elapsed between the passage of the bougies and the birth of the 
child averaged 92°6 hours. 

Eighteen cases were delivered by forceps, five after induction; the 
mothers and infants did well with the exception of one case in which the 
cord was prolapsed and the infant died. The occiput was posterior in 
fourteen cases and was rotated forwards by the hand in six. Version 
was performed in six cases in which contraction was present. Two 
infants died and the mothers did well. 

Cesarean section was performed in nine cases. The mothers all did 
well and one infant died. In one case the operation was performed for 
the second time. 

The treatment of contracted pelvis appears to be narrowing down to 
two methods of election, namely, induction and Cesarean section, and the 
experience of Queen Charlotte’s tends to show that the former is a satis- 
factory procedure with a conjugate of 34 and over, whereas Cesarean 
section is the best method to adopt in cases with conjugates of about three 
inches and under. 

Dr. Rivers Potiock thought Dr. Longridge in his excellent paper 
had spoken too disparagingly of de Ribes’s bag. If the bougie failed for 
three days to bring on labour, labour could be safely and rapidly induced 
by the introduction of the bag followed by traction. When the bag was ex- 
pelled, the os uteri was fully dilated and rapid delivery could be safely 
effected. The uterus would be found to retract and contract well after 
the expulsion of the placenta. 

Mr. TarGerr congratulated Dr. Longridge on his interesting and 
valuable clinical report of the work done at Queen Charlotte’s Hospital 
during 1905. With regard to the use of Champetier de Ribes’s bag, he 
had found it a valuable means of inducing uterine action when bougies 
had failed to excite premature labour. He thought that it was best to 
introduce the bag in Sims’s position, and to place it between the mem- 
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brane and the uterine wall. By so doing compression of the umbilical 
cord was prevented, and the premature child did not suffer from direct 
uterine pressure as after the escape of the liquor amnii. 

Dr. LoneripcE replied. 

Dr. WiLuiamMson read a short communication on Adenoma of the 
Labium, which will appear in full in a later number of the JourNaL. 

Dr. Herpert Spencer did not think that these growths were as rare 
as appeared in the paper. He had met with two cases himself, and 
thought Dr. Williamson had overlooked some cases in the literature. The 
origin of these growths was by no means certain. Mr. Lawrence, the 
curator of the museum at University College, was of opinion that they 
probably arose in sebaceous glands, on the grounds that they have a 
distinctly lobulated structure, and that the tubules have such a distinct 
racemose arrangement as to leave no doubt that they did not arise from 
tubular glands. 

In reply, Dr. Wiiuiamson said he thought that the tumours referred 
to by Dr. Spencer were sebaceous adenomata and belonged to a class 
difierent from those now under discussion. 


SPECIMENS. 


The following specimens were shown by— 

Dr. Spencer: Specimen from a case of Cesarean section followed by 
hysterectomy for fibroids complicating labour. 

Dr. H. Russett AnpREws: (1) A Degenerating Fibroid removed during 
the puerpertum. (2) A large cystie fibrord. 


BRITISH GYNASCOLOGICAL SOCIETY. 
Meeting held on June 14th, 1906, Mr. F. B. Jesserr in the Chair. 


Dr. Macnaucuton Jonzs showed specimens of—(1) Multilocular 
dermoid cyst of the ovary, removed from a patient aged 47 years, who 
was very feeble and had had attacks of tachycardia and syncope. 

The tumour filled the abdomen; the upper third consisted of a 
pseudo-mucinous cyst containing five pints of fluid. The remaining por- 
tion of the tumour was removed entire. The surface of the tumour was 
smooth and on section showed degenerating gland-tissue with stumps of 
hairs surrounded by multinucleated giant cells. (2) Pseudo-mucinous 
cystic adenoma of the Ovary, weighing 12 lbs., removed from a patient 
aged 42. About thirty pints of ascitic fluid came away. The tumour 
was removed without rupture. Convalescence was satisfactory; the 
patient increased in weight. The following rules were formulated :— 
(2) Interfere early in ovarian cystoma, especially when ascites is present ; 
(5) Remove the tumour without rupture when possible; (¢) Avoid as 
much as possible injury to the peritoneum ; (¢) Use saline solution freely 
if the tumour is ruptured and mop out the pelvis; (e) Examine the con- 
tents and wall microscopically for purposes of prognosis; (f) Remove 
the second ovary in all doubtful cases, and always after the menopause. 


The Presipent believed that ascites was associated in many cases with 
malignancy. 
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Dr. Macnaucuton Jongs said he had had cases where ovarian cystoma 
existed with ascites without evidence of malignancy. 


Dr. RanKEN LYLE read a paper on 
A Series or Firtry Consecutive ABDOMINAL SECTIONS. 


These operations were performed between October 1, 1903, and 
January 18, 1906, and comprised the following list:—Ovariotomy, 17; 
Supra-vaginal hysterectomy, 8 ; Salpingectomy, 5; Salpingo-odphorectomy, 
4; Enucleation of cyst, 4; Coeliotomy, 4; Myomectomy, 3; Ventro-fixation, 
3; Panhysterectomy, 2. One death occurred out of this series. The 
technique was of the simplest description. Antisepsis was carefully 
carried out, the hands and forearms being washed in hot lysol solution, 
then turpentine and methylated spirit, and finally well washed in corro- 
sive sublimate solution of 1 in 1,000. The instruments were boiled and 
placed in 1 in 40 carbolic solution. The gauze sponges were boiled for 
twenty minutes and wrung out of hot saline. All buried ligatures and 
sutures were of catgut prepared by ether, methylated spirit and corrosive 
sublimate solution. Silkworm-gut was used for all superficial sutures. 
The skin was prepared the previous night by washing with soap and 
water, then sponging with turpentine and methylated spirit, and lastly 
applying a pad soaked in sublimate solution and washed with corrosive 
sublimate solution, 1 in 1,000, just previously to the operation. No 
vaginal antisepsis was carried out. The abdominal incision was restricted 
to the smallest possible dimensions. All cut surfaces of peritoneum 
were properly adjusted. The abdominal wound was sewn up in three 
of four layers. A small strip of plain sterilized gauze, wrung out of 
hot saline and covered with absorbent wool was used as dressing. The 
dressing was kept in position by strapping and flannel bandages. About 
three hours after the operation a drink of hot water, with a little sodium 
bicarbonate in it, was given the patient. Early on the second morning 
calomel in two doses of five and three grains respectively were given at an 
interval of an hour followed in half an hour by a hot saline draught. The 
sutures were removed on the tenth day. Several of the more interesting 
cases were reported, and the following conclusion was drawn :—In order to 
obtain good results the following points ought to be observed: (a) A cor- 
rect diagnosis ; (0) Simplicity in operative technique; (c) Simplest anti- 
septic preparation combined with asepsis; (d) Few instruments and 
appliances ; (e) Limited abdominal incisions; (f) The correct adjustment 
of all cut peritoneal surfaces; (gy) Complete closure of abdomen without 
drainage ; (2) The free use of normal saline solution when pus gets into 
the pelvis during an operation. 

Dr. Herman said the best results had been obtained in all cases but 
one, and in that case the patient died from a disease they could neither 
predict or prevent. In an abscess cavity one should make provision for 
the exit of pus. 

Dr. Epen approved of the emphasis laid on the importance of making 
a correct diagnosis before operation. He considered there was a certain 
amount of risk in filling the abdominal cavity with saline fluid owing 
to possible conveyance of infection. 

Dr. Etper considered the results to be unique and only possible after 
the work of Spencer Wells, Lawson Tait and others. 


Dr. R. L. Dickenson (New York) was impressed by the simplicity of 
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the method In America there was a danger of too many assistants. 
Catgut was mostly used. The use of gloves was practically universal ; 
drainage was only used when pus was present in the cellular tissue. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting held Wednesday, June 18th, 1906, Professor Sir Haturpay 
Croom, Vice-President, in the Chair. 
Post Partum OvarioTomy. 

Professor Kynocn (Dundee) read a communication on post partum 
ovariotomy, which will appear in full in the next number of the 
JOURNAL. 

OvaRIAN GRAFTING. 

Professor Sir Hattipay Croom read a communication, entitled, ‘‘ On 
a case of heteroplastic ovarian grafting, followed by pregnancy and a 
living child—Who is the mother?” He gave the details of a case of a 
married woman, aged 21 years, who had both ovaries completely removed 
for cirrhotic and cystic disease, and at the same time had portions of 
healthy ovarian tissue obtained from a patient operated upon on the same 
day implanted on the broad ligament. The woman subsequently gave 
birth to a healthy female child. 

In the discussion which followed, it was assumed for the sake of 
argument that none of the patient’s own ovarian tissue had been left 
behind. Numerous members spoke, and the general opinion appeared to 
be that physiologically the mother of the child was she who supplied 
the ovarian grafts, but that legally the legitimacy of the child would be 
acknowledged. 

Maticnant ENpocaRDITIS IN PREGNANCY. 

Professor Sir Hatuipay Croom also read a paper on Malignant Endo- 
carditis in Pregnancy, with an illustrative case, which appeared as an 
original article in the Journau for July. 

A paper by Dr. OtrpHanr NicuHonson on Some of the Physiological 
Changes in the Maternal Organism during Pregnancy, and their Sig- 
nificance, and a communication by Dr. J. W. Batuantyne, entitled, 
“ Raynalde’s Byrth of Mankynde”: a Literary Investigation, were held as 
read. [Dr. Ballantyne’s scholarly paper will appear in an early number 
of the Journat.] 

SPECIMENS. 

Professor Kynocu showed—(1) Carcinoma of body of Uterus, removed 
by vaginal hysterectomy from a multipara; (2) A similar specimen re- 
moved by abdominal panhysterectomy from a multipara; (3) Uterine 
Fibroid, removed by supra-vaginal hysterectomy, and subsequently found 
to show carcinomatous degeneration; (4) A similar specimen showing 
sarcomatous degeneration: in both of these cases recurrence took place ; 
(5) Complete Prolapsus Uteri, from a patient who died of acute peri- 
tonitis ; (6) Specimen from a case of repeated Ectopic Gestation. 

Dr. Free.anp Barsour showed—(1) Uterus containing two mucous 
polypt, removed for hemorrhage from a woman, aged 54 years, supposed 
to be suffering from malignant disease ; (2) Four Fibroid UVteri, removed 
for symptoms at or after the menopause. 

Dr. Lamonp Lackigz showed—(1) 7'ubo-ovarian Cyst from one side, and 
a Parovarian Tumour and Hydrosalpinz from the other, in the same 
patient; (2) Small Pyosalpinz, removed three months after labour ; (3) 
Intraligamentous Fibroid of 20 years standing, removed on account of 
pain from a patient the subject of severe arthritis deformans; (4) 
Rapidly-growing @dematous Fibroid, removed for hemorrhage. 
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REVIEWS OF RECENT BOOKS. 


CurnicaL Report or QuEEN CHaRLoTTE’s Lyrnc-In Hospitat For 1905. 


Queen Charlotte’s Lying-in Hospital is the largest lying-in hospital 
in London. It is also the only one which uses its clinical opportunities 
for the instruction of medical men and students. On these two grounds 
it might reasonably claim a sort of primacy among the metropolitan 
lying-in hospitals. It has now added a still stronger claim to distinction 
by publishing a clinical report. This has been drawn up by Dr. 
C. Nepean Longridge, the Pathologist and Registrar, by whom it is 
signed. His is the only name that appears in it. The names of the 
staff are not given; nor do even the names of the publisher and printer 
appear. There is no preface: no promise for the future. Still the 
appearance of this report, and the way in which Dr. Longridge has com- 
piled it, form a precedent so admirable that we are convinced that the 
staff will feel that unless they keep up the record of the hospital ex- 
perience, the hospital cannot retain its present premier position. 

The report is drawn up upon the lines usual in reports of lying-in 
hospitals. There are tables of mortality and morbidity, and analyses of 
cases in which various complications and deviations from normal 
mechanism were present. The results obtained, both as to maternal and 
infantile well-being, appear excellent. There is one point on which we 
hope we may be permitted to criticize the practice of the hospital. This 
point is the infrequency of measurement of the conjugata vera. During 
1905, 64 cases of contracted pelvis were delivered in the hospital; but 
the true conjugate was only measured in 19; in the others it was inferred 
from the diagonal conjugate. Now, as this is the all-important measure- 
ment, and as it can be measured easily and exactly immediately after 
delivery, we submit that a lying-in hospital which aspires to the premier 
position among such institutions should set the example of having this 
measurement made in every case of difficulty, and recorded for guidance 
in the event of further pregnancy. 

We thank Dr. Longridge for his report, and the staff of the hospital 
for sanctioning its publication. 


GRUNDZUGE EINER BIOLOGIE DER MENSCHLICHEN PLAZENTA MIT BESONDERER 
BERUCKSICHTIGUNG DER FRAGEN DER F@TALEN ErNAuRuNG. (Out- 
lines of the Biology of the Human Placenta, with special reference 
to the question of foetal nutrition). By J. Hofbauer. Vienna 
and Leipzig: Wilhelm Braumiiller, 1905, pp. 173. 

This important monograph comes from the Vienna School, and is 
dedicated by the author to Professors Ernst Ludwig and Friedrich 
Schauta. It commences with the usual historical review, and then passes 
in the section entitled “ Histology,” to a full and detailed consideration of 
the minute anatomy of the chorionic epithelium and the chorionic stroma 
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in the young ovum. The author regards the syncytium as the most im- 
portant structure in connection with the problems of placental absorption, 
but he does not give much consideration to the important point that the 
characters of the syncytium alter very much as the villi grow older, or 
to the influence which such alterations may exert upon the processes of 
placental absorption. He bases his monograph upon a description of the 
chorionic tissues in the first three months of development; but, as his 
subject is the biology of the placenta, it is obvious that the histology of 
these tissues in the later months of pregnancy must be of even greater 
importance than in the earlier months, before the placenta has been 
definitely differentiated from the chorion leve. Some interesting points 
are brought out in this section with regard to the characters of the cells 
of the stroma, and the presence of nucleated red blood corpuscles (em- 
bryonic) in the spaces of the stroma. But it is mainly to the histologist 
that these points are of interest. 

The second part of the monograph deals with Biochemistry, under the 
sub-divisions of Assimilation, Excretion, and Nutrition of the villi. In 
connection with the first-named the author discusses the absorption 
through the placenta of iron, fat, albumen, and oxygen. With regard 
to each of these four substances he has examined a mass of literature, and 
added some observations of his own. It is not easy to select the points 
which he regards as worthy to be accepted as established facts, and the 
reader’s mind becomes rather confused from the presentation of mutually 
contradictory observations without much critical guidance. But other 
workers, who may follow Dr. Hofbauer in this interesting field of observa- 
tion and speculation, will find a complete account of all that is known 
or surmised at the present time with regard to all these matters. 

The foetal supplies of zron are believed by the author to be derived 
from destruction of maternal red blood corpuscles in the inter-villous 
spaces ; certainly this destructive process can be demonstrated, and the 
presence of considerable quantities of iron in organic combinations can 
also be demonstrated in young chorionic villi by suitable staining re- 
actions. The question whether the particles of iron pass through the 
syncytium alone or are carried by leucocytes, remains unsettled, but it 
may be said that the passage of leucocytes from the maternal to the foetal 
blood currents has never yet been satisfactorily demonstrated, though 
its possibility has been frequently mooted. Tirman and Lipski claim to 
have found in the intervillous spaces leucocytes (maternal) laden with 
particles of iron, an observation which appears to support the view 
that these cells may be carriers of iron to the foetal tissues; but the 
author does not support this observation from his own personal work. 
If it be granted that supplies of organic iron compounds may be ob- 
tained by the embryo from the maternal blood, we must not overlook 
the consideration that these compounds are probably worked up into 
hemoglobin by the blood-forming organs of the embryo itself—organs 
which in the human species develop at a comparatively early period. 

The discussion of the question of absorption of albumen is of a highly 
technical character, and is directed to the following points:—(1) Does 
the albumen molecule pass from mother to embryo unaltered? (2) Do 
changes occur in it during its passage through the placenta? (3) If such 
changes occur, do they affect the whole or only a part of the absorbed 
albumen? (4) Can the proportions of altered and unaltered albumen 
be estimated ? 

The absorption of fat through the placenta is very fully dealt with. 
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The presence of fat—usally in minute particles, but sometimes in con- 
fluent droplets in the young chorion has been pointed out by numerous 
observers. Dr. Hofbauer has, however, overlooked the fact that the first 
observation of its presence was made by a British observer, who 
detected it in the syncytium and in the chorionic stroma and expressed 
the opinion that its function was nutritive (Eden: Proceedings of the 
Royal Society, 1896). Since this date the presence of fat in the chorion 
not only of the human placenta, but also of the placenta of vertebrate 
and invertebrate animals has been established beyond dispute. It is 
most abundant during the first three months, but may be detected in 
diminished quantity at term. The author has very little information 
to offer his readers upon the important questions of the source of the 
chorionic fat, and the manner in which it is disposed of by the embryonic 
circulation. He appears to incline to the view that it comes from fatty 
degeneration of the decidua, the fat being taken up by the maternal blood 
stream and absorbed again from it by the syncytium, but he discusses 
all possible explanations with full knowledge of the abstruse chemical 
problems involved. 

The author has very little to say upon the important subject of 
placental excretion; he expresses the opinion, in which all will agree, that 
waste products of foetal metabolism must be formed, which no doubt pass 
into the maternal blood and thence into the maternal excretions. Further 
than this he cannot take us. 

It is rather curious that no reference whatever is made by the author 
to the presence of glycogen in the placenta, although, since the time of 
Claude Bernard, it has been known that the placenta contains this inter- 
esting substance. This appears, however, to be the only omission of any 
importance in Dr. Hofbauer’s careful and laborious work. The industry 
he has displayed is enormous, and if, in comparison, the results appear 
to be inconsiderable, it must be recollected that he is dealing with a sub- 
ject in which progress must necessarily be slow on account of the great 
technical difficulties with which it is beset. 





